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The physician’s care in prescribing for his patients’ needs is 
no greater than the care we take in perfecting surgical ap- 
pliances to meet professional requirements in individual cases. 
This is particularly true in our intelligent and accurate follow- 
ing of physicians’ instructions in supplying orthopedic ap- 
pliances of all kinds. Nowhere is individual service more im- 
portant and nowhere is it more carefully given by Pomeroy 
workmen and designers. 


In prescribing orthopedic appliances protect your patient 

all the way—prescribe the TYPE of appliance required, 

prescribe the appliance you know will perform its duty, 
prescribe where to buy it—prescribe POMEROY. 


41 WEST STREET, BOSTON, MASS. 
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CASES OF ATTEMPTED SUICIDE IN A GENERAL 
HOSPITAL: A PROBLEM IN SOCIAL AND 
PSYCHOLOGIC MEDICINE 


A Report on a Local Condition, Including a Survey of 1,147 Records of 
Attempted Suicide Cases Admitted to the Boston City Hospital 


Merritt Moore, M.D.* 


BOSTON 


VERY year considerable numbers of men and 

women are admitted to the wards of the Bos- 
ton City Hospital as the direct result of suicidal 
attempt. In view of this fact, and because of 
growing interest in suicide as a problem in psy- 
chologic and social medicine, it is the purpose of 
this study to analyze a series of 1,147 such cases 
that have been brought to the hospital since 1915. 
The aim of this paper is to show the main fea- 
tures of these cases and to consider further methods 
for their care and study. This material is pre- 
sented, therefore, only as facts and observations 
from one clinic; and, although it may be to some 
degree statistical, it is not offered as such and from 
it no didactic conclusions are drawn, except one— 
that individual cases of suicidal attempt may well 
be more intensively treated and studied with the 
aim of increasing the present meager state of 
knowledge about essentials of this problem. 


Cases FROM 1864 ro 1915 


The phenomenon of suicidal attempt is a very 
common one, and if we may judge from records of 
another day as compared with those of the present 
time, it appears to be increasing in frequency. Rec- 
ords from an earlier period are available, although 
they are sketchy, and on examining the annual re- 
ports of the Boston City Hospital (Nos. 1 to 51), 
one must question whether they represent accurate- 
ly the occurrence and types of attempted suicide in 
the first half century of the hospital’s growth. It 
is safe to assume that the stated number is less 
than the actual number, because most of the re- 
ports are concerned with surgical cases, and as 
such, were more sensational and more specific in 
an operative way. It is probable that many cases 


From the Department of Diseases of the Nervous System, Harvard Medical 
School, and the Neurological Unit, Boston City Hospital, Boston. 


*Associate in psychiatry, Harvard Medical School. 


medically diagnosed and listed in the records of 
the medical services as “poisoning” “acute gastri- 
tis” or “toxic nephritis” represented the effect of 
suicidal effort. Accordingly, the following num- 
bers seem minimally, if at all, representative; and 
it is quite likely that many more cases of suicidal 
attempt were admitted in this period which were 
not recorded as such. 

The Boston City Hospital first opened its doors 
to patients in 1864. The annual reports for the 
first two years listed among their diagnoses the fol- 
lowing cases: 


Attempted Successful 
Male Fe- To- Male Fe- To 
male tal male tal 
1865 Attempted suicide 3 2 5 ae 
1866 Incised throat 3 1 - i ~ - 
1866 Incised throat and 
trachea 1 1 2 l - - 


Among these first 11 reported instances, the at- 
tempt was successful in only 3 cases, all of them 
men. There was apparently a lull for seven years, 
for suicide as a diagnosis did not appear again until 
1874, after which these cases were listed: 


Attempted Successful 
Male Fe- To- Male Fe To- 
male tal male tal 
1874 Drowning, 
attempted suicide 1 - — = = 
1877 Suicide by hanging 1 - 1 ] “- s 


1880 Cut throat 1 - - = = 7 


No more cases were mentioned from 1880 to 1885, 
but from then on attempted suicides were reported 
regularly, with an annual occurrence varying from 
1 to 8. 

Concerning these cases, very few reliable data 
can be found in the published reports of the hos- 
pital between 1864 and 1915, but it is indicated 
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that, by the lowest estimate, 180 cases in all are 
recorded with such a probable diagnosis during 
that period (Table 1), and that of these 139 were 








TABLE 1. Some Probable Cases of Attempted Suicide, 
1864 to 1915. 
Year Diagnosis Attempted Successful 
Male Fe- To- Male Fe- To- 
male tal male tal 
1865 Attempted 
suicide 3 2 5 2 2 
1866 Incised throat 3 l 4 
1866 Incised throat 
and trachea l l 2 l l 
1874 Drowning l l 
1877 Suicide 
by hanging l l l l 
1880 Cut throat l l 
1885 Suicide l l l l 
1885-6 Cut throats 3 3 
1887 Wound, 
cut throat 6 I 7 2 
1888 Hanging l l 
1888 Wound, 
cut throat 6 l 7 l 
1889 Hanging I | 
1889 Wound, 
cut throat 6 6 
1889 Hemlock l l l 
1889-99 Cut throats 7] ll 82 3 9 
1899 Sutured wound 
of throat 4 4 
1900 Hanging l l 
1901 Trachea wounds 2 
1902-4 Cut throats 5 5 2 2 
1905 Wound 
of larynx | | 
1905-8 Cut throat 1] 2 18 9 
1909-11 Wounds 
of trachea 2 14 1 
1912 Wound 
of larynx I l ] 
1912 Wound 
of trachea I l 2 
1913 Larynx wounds l l 
1913-15 Trachea wounds’ 8 8 1 
Totals 139 22 180 10 32 





males, 22 were females, and the sex was not re- 
corded in 19. Of the 180 cases, 32, or 18 per cent, 
were successful. Ten of these were males; of the 
remainder the sex was unstated. 


Cases FRoM 1915 to 1936 


Total Number and Yearly Admissions. More 
information on the subject of suicidal attempt 
is available for recent years. From January 1, 
1915, to January 1, 1936, the hospital admitted 
1,147 patients (531 males and 616 females) who 
had attempted suicide. Graphically presented 
(Chart A), these numbers reveal a more or less 
steady increase in suicidal admissions during the 
last twenty-one years, from 24 cases in 1915 to 99 
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cases in 1935. To this fact must be added the ex- 
planation that this increase is partly relative and due 
in large measure to the hospital’s increasing num- 
ber of total admissions. Nevertheless, the ratio of 
suicidal to total admissions, though small, is slow- 
ly increasing. In this study no attempt has been 
made to determine the incidence of attempted sui- 
cide; such a determination would be statistically 
unreliable, for reasons which will be mentioned 
later. From an examination of Chart A it can 
be seen that cases of attempted suicide reached a 
CHART SHOWING ANNUAL DISTRIBUTION 


of 1147 cases of attempted suicide admitted to 
the Boston City Hospital, 1915 to 1936 
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CHART A. 


peak of 104 for the year 1932, which coincides 
roughly with the peak year for hospital admis- 
sions. Although there is considerable annual fluc- 
tuation in suicidal admissions, no special infer- 
ence can be drawn from this fact, and it skould 
be remembered that although the cases of this 
series were found by a search through all the 
actual records of the hospital, many cases of sui- 
cidal attempt were not formally diagnosed as such 
by the staff. Hence the records themselves are not 
completely reliable. The cases included in this 
series are the obvious and stated ones, where there 
was no doubt concerning the suicidal attempt. In 
spite of the annual variation, it can be seen that the 
trend of the curve is upward. 


Outcome of the Attempts. Twenty-one of the 
1,147 suicidal patients were dead upon arrival at 
the hospital. Forty-four others, apparently finding 
themselves none the worse for their actions, left 
immediately against advice after declining treat- 
ment. Therefore, service was accorded to 1,082 
patients. When it is realized that the great ma- 
jority of those attempting suicide elect poisoning 
rather than shooting, cutting or leaping from 
heights, the fact that the medical services received 
880 cases and the surgical services 119 is easily 
explained. The 21 patients who were dead on 
arrival were at least candidates for viewing, and 
sometimes for examination, by the medicolegal 
authorities and the pathological service. The 44 
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patients who left immediately were referred to the 
outpatient service. 
The outcome is known in 464 of the male pa- 
tients and 566 of the female patients (Chart B). 
CHART SHOWING SUCCESSFUL AND UNSUCCESSFUL 
attempts at suicide among 1147 cases admitted to the 
Boston City Hospital, 1915 to 1930 


sor Successful moles 


— unsuccessful moles 
55 ~** successful females ——-unsuccessful 
| 











CHART B. 


In considering these outcomes, it should be remem- 
bered that there were 100 more women than there 
were men in this series. This larger number of 
females is not regarded as being particularly sig- 
nificant, and is fairly consistent with the distribu- 
tion of the sexes in the general population of 
Greater Boston. Yet only 55 women, or 9 per cent 
of the females, were successful, whereas 72 men, 
or 13 per cent of the males, succeeded. Other 
clinical investigators have previously reported that, 
although in certain series of cases more women at- 
tempt suicide, more men are successful; but no 
satisfactory explanation for this has been offered. 
From the standpoint of the present material, the 
most plausible reasons appear to be that men are, 
in terms of physical activity and violence, naturally 
more aggressive than women; that mechanical 
ability is a masculine rather than a feminine char- 
acteristic, so that men are more effective in mechan- 
ical means of suicidal attempt than are women; 
and that men have greater knowledge of chemis- 
try to aid them in successfully taking poisons. In 
relation to these speculations, Tables 2 and 3 are 


TABLE 2. Table Showing Method Employed by 1,147 
Cases of Attempted Suicide, 1915 to 1936 











Method Male Female Total 

Poison taken by mouth , 251 441 692 
Inhalation of gas. . 140 94 234 
Immersion, drowning 15 5 20 
Hanging me 21 ] 22 
Slashing throat or wrists... 57 10 67 
Leaping from a height......... 19 21 40 
Firearms: pistols and guns..... 28 7 35 
Unknown epee er 0 37 37 
531 616 ~—:1,147 
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of special interest, and offer some support to the 
claim that men prefer mechanical means of self- 
destruction. (Note especially the items of hang- 
ing, slashing and the use of firearms.) It must 
also be kept constantly in mind that figures of 
this series do not represent a true picture of the 
percentage of successes and failures for suicides 
in the general population. People who are dead 
when discovered are rarely brought to the hospital. 
Chart C summarizes the outcomes of the 1,147 


CHART SHOWING OUTCOME 
of 1147 cases of attempted suicide admitted to the 
Boston City Hospital, 1915 to 1936 
No. of cases 
0. AN 590 






Outcome I 


Discharged relieved, 
well, or OR.AA® 








Discharged to 
other institutions ** 





Suicide successful, 


@ Maic 
[] Female 


* At their “own request, against advice” 
** For the most pert mental hospitals 


CHART C. 


suicidal patients admitted between 1915 and 1936. 
The majority of those discharged to other institu- 
tions were transferred, physically relieved, to the 
Boston State or the Boston Psychopathic Hospital 
for mental observation. 

Concerning this fact, it is interesting to note that 
only 68, or 6.6 per cent, of the unsuccessful cases 
were mentally ill enough to be recognized as such 
on admission. The mental disturbance of these 
68 patients was so obvious that, in spite of their 
suicidal attempt, whatever it might have been, 
they were considered otherwise unsafe for admis- 
sion to the general hospital wards (that is, to the 
medical or surgical wards) and were transferred 
promptly to mental hospitals for observation. This 
group of patients, some of whom had psychoses 
rendering them dangerous to others, will be dis- 
cussed later in a separate report. Some patients 
of this type have already been the object of study 
by Stearns, who has called attention to suicidal at- 
tempts as being a symptom of psychosis or a psy- 
chotic act that may occur in the course of mental 
disease. In this study it is not possible to state how 
many of the entire group were psychotic, as most 
of the patients had no formal mental examina- 
tion. This is due to the fact that, at the present 
time, cases of suicidal attempt admitted to the 
Boston City Hospital are not considered from the 
psychiatric point of view. The psychologic aspects 
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of the difficulties of these patients are usually little 
dealt with. Sometimes they are mentioned in the 
records, but as yet there are no facilities for going 
farther into these matters. This is regrettable for 
in most cases the suicidal act is obviously the end 
result of difficulties that are not medical, but are 
primarily social and psychologic. However, so 
few of those who are allowed to go, after a brief 
stay in the hospital, are known to repeat the at- 
tempt (in this series only 5 cases) that, generally 
speaking, there is no obvious reason to detain the 
patient if he wishes to leave. It is possible, of 
course, that unknown to this hospital, some of 
these patients may be admitted to other institu- 
tions after another attempt. The suicidal patient’s 
mental state and what happens to him later are 
matters about which so little is known at the 
present time that no opinions on this matter can 
be well supported. Much information on this point 
remains to be gathered, and since no follow-up 
study could be made for the entire group of cases, 
this negative evidence cannot be assigned much 
value. 


Age Distribution. Chart D gives the age dis- 
tribution of the 1,147 patients in whom the sui- 


CHART SHOWING AGE DISTRIBUTION (IN 5 YEAR GROUPS) 
@ 147 cases of attempted sucide admitted to the 
Boston City Hospital, 1915 to 1936 









Male 
Female 
Total 











Ce ere ve ee ee ee ee ee a ee ee 








CHART D. 


cidal impulse became manifest. It is of interest 
to note that 378 or 61 per cent of the women were 
between the ages of 16 and 30, whereas only 176 
or 33 per cent of the men were in this age group. 
The chart relates suicide definitely to the curve of 
intensity of the sex drives for men and women, 
particularly from puberty to the climacteric. Few 
of these patients attempted suicide during the 
years generally regarded as those of puberty. It 
is in these years of customary separation of the 
sexes in schools and in camps that libido may be 
sublimated in hero worship and “crushes” or, in 
coeducational schools, in social activities. After 20 
the occurrence of suicide in this series takes a rise 
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for both sexes, and is much greater for women 
than for men. 

For women the increase is noted at the age of 
17 and continues through years which, for many 
girls, are filled with keenly felt frustrations, since 
many of them have to support an added strain in 
breaking away from home and family restraints. 
This high occurrence of suicidal attempts continues 
among women to the age of 30, after which age 
most are married or adjusted. There is, then, for 
the women of this series a rapid and steady de- 
crease in suicidal attempt to old age, except for a 
slight rise at the period of the menopause. This 
decrease, in most instances, may be due to the con- 
venience of marriage in which some women have 
found security against the struggle of earning a 
living and satisfaction for their energy outlets in 
mating and childbearing. 

For men, the suicide peak is in the late twen- 
ties; this group in some instances comprises men 
unable to marry because of economic factors or 
neurotic conflicts. Data from this series indicate 
that the women attracted to men of this age group 
are often the women of the 21- to 26-year group, 
which has a correspondingly high level for female 
suicide. Frustration in attempted mating or in 
marriage adjustments in young adults comprises 
the “domestic trouble” so often referred to by 
many of the patients. The age of major neurotic 
conflict for women is sometimes said to be from 
16 to 21. The large number of cases in that age 
group offers some substantiation for this claim. 
There appears to be a corresponding frustration 
and high suicide rate for men in the age group 
five years older (21 to 26). Many men in the age 
group between 30 and 40 report severe psychologic 
stresses and strains associated with financial worry 
and a sense of insecurity in the face of family re- 
sponsibilities, which often, according to their con- 
scious belief, precipitate a suicidal attempt. Pos- 
sible examples may be found among the men 
who “cash in” on their insurance policies by com- 
mitting suicide. These make up a larger group 
than the public knows about or would suppose ex- 
isted. Those who for the most part survive the 
economic contest may be sitting in fairly secure 
jobs or business positions from the age of 40 on, 
and therefore have less tendency toward suicide 
until the period comes that has been spoken of as 
the “male menopause.” In this period (50 to 60), 
our series shows a slight increase in suicides, es- 
pecially in the 52- to 56-year age group.* 

It may be noted that the suicidal rate is not so 
high for men in adolescence. This is naturally at- 
tributed to the freedom from economic strain 


*The interpretation of these data depends on their relation to the age 
groups in the population at large. It is considered, however, that the 


raw data here given are sufficiently representative of the facts; there is 
evidence to this effect in the data obtained from all admissions to the 
Boston City Hospital. 
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which most men enjoy at that time, but clinical 
observation indicates that important and much 
underestimated contributory factors are free and 
satisfactory masturbation and adequate sublima- 
tion in athletics. From the late twenties to old 
age, in the so-called business years, the suicide rate 
remains high. The reverse is found to be true for 
women, whose satisfying and secure married years 
sometimes correspond to a man’s struggling busi- 
ness ones. In this series there are numerous sui- 
cidal attempts among unmarried women who are 
unemployed and suffering from lack of interests 
and financial insecurity, and whose adolescence 
has apparently been an emotionally unsatisfied and 
unsublimated period. From this study it is to be 
noted that relatively few old people commit suicide, 
just as few children do. For one thing, the re- 
pressed energy to be handled in later years is 
physiologically less intense, and in many cases 
there is a positive fear of death that holds them 
to life. Also, many elderly people have a passive 
attitude to death which does not lead them to in- 
duce it. Young people in their turbulent, emo- 
tional years may pour death down their throats, 
or rush to fling themselves into death, or stab or 
shoot themselves, but one octogenarian, not a 
suicidal patient, who was on the wards for many 
months with a chronic illness, spoke for count- 
less old people when he said: “I don’t fear death— 
I am weaned from life and quietly waiting.” 


Motivation. Records of the motives for suicide 
are of questionable validity. Even those patients 
who are: willing to talk cannot be trusted to for- 
mulate a description which will coincide with facts, 
although there may be no intent to deceive. This 
includes, of course, the great majority of the cases 
in this series. Nevertheless, it may be of some 
value to consider the statements of 105 men and 
161 women as given by them for the hospital rec- 
ords.. According to these, 71 female attempts and 
27 male attempts were the result of some “domes- 
tic trouble,” often a quarrel between lovers or a 
newly married couple. Financial embarrassment 
and unemployment accounted for 39 male and 31 
female attempts.* General despondency—‘“Life 
holds nothing more for me”—resulted in 10 male 
and 12 female suicidal cases. Girls apparently 
take their love affairs more seriously than boys 
do, possibly because of a more intense adolescence 
due to a greater degree of glandular functioning 
and less outlet in aggressive activities for their 
energy than boys have. Unhappy love affairs defi- 
nitely labeled as such brought about 11 female and 
only 3 male attempts. Abnormal mentality, or 
worry or fear over possible insanity, was blamed by 
the patients themselves in 12 male and 11 female 
cases. Eight males and 8 females claimed that 


*The coincidence of figures in both sexes is notable. 
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they had attempted to end their lives because of 
some particular disease or because of general poor 
health which precipitated mental disturbance of a 
functional nature. Pregnancy accounted for 6 
female attempts; 4 of these cases were among un- 
married women. Various other motives were 
given by patients, many amusing and many 
bizarre, such as “to frighten my husband,” “to 
avoid having to go to school” and “They'll be sorry 
when I’m dead.” And it is to be said that, in 
many instances, unsuccessful suicidal attempts 
have been known to prove very efficacious in dis- 
pelling parental wrath or in bringing an erring 
lover to hand. Sixty-eight, or 15 per cent, of the 
males and 33, or 5 per cent, of the females had 
been drinking alcoholic liquor of some kind at 
the time of their suicidal attempts, although these 
patients were not all alcoholics. From the chart 
giving the motives for men and women (Chart E), 


CHART SHOWING MOTIVES OF 266 CASES 














1147 cases of attempted suicide admitted & the 
seg Boston City ‘Hospital, 1915 to 1936 
Motives No. of cases 
om 4. 0 @ 
cnc | 
ores ee 
Health 
Love 
Males 
Miscellaneous =. | Females 
Total , 
unknown 88i 


CHART E. 


the following statement can be formulated: the 
most frequently stated suicidal motive for males 
is economic trouble (“job” or “money”), and for 
females domestic difficulty. For both sexes the 
third ranking stated reason is ill health. Unex- 
pectedly, the lowest stated tabulation for both 
males and females is the love motive. This may 
be due to reticence on the part of the patient, but 
also to the fact that many such cases will be found 
listed under domestic troubles. 


The Method of Suicidal Attempt. Table 2, al- 
ready mentioned, surveys the methods employed 
for suicidal attempts in this series. Each sex group 
used seven main methods, in the following order 
of frequency: 

Males 


Females 


1. Poisonbymouth 1. Poison by mouth 
2. Inhalationof gas 2. Inhalation of gas 
3. Slashing (Unknown or unstated methods) 
4. Firearms 3. Leaping 
5. Hanging 4. Slashing 
6. Leaping 5. Firearms 
7. Drowning 6. Drowning 
7. Hanging 
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There were no “unknown” methods for the men. 
The “unknown” methods reported for women in 
some cases were thought to be various substances 
taken by mouth; the motive of suicide in these 
cases was somewhat confused, though obviously 
present. In any event, possible unconscious fac- 
tors lying back of the choice of all these methods 
might well be further investigated. 


Iodine and Popular Choice. lodine, first, and 
illuminating gas, second, outranked all other 
methods in popular favor for both sexes. The 
exact figures for iodine are 322 cases (101 males 
and 221 females) and for illuminating gas 234 
cases (140 males and 94 females). The enormous 
preponderance of these two methods and their 
sexual distribution are difficult to understand or 
explain. It is true that iodine can be bought at 
every drugstore and is in every medicine cabinet, 
labeled poison, yet where the individual gets his 
or her deep confidence in iodine as a quick and ef- 
fective method of self-destruction is hard to fath- 
om. In this series, no patient died from taking 
iodine by mouth. Possibly the prestige of this 
agent may come from warnings or experiences in 
childhood with minor surgery, or possibly from 
the public’s experience in and memories of the 
World War and the general use of iodine as an 
antiseptic at that time. With the general fading 
of World War memories from the public con- 
sciousness and with the introduction of newer 
antiseptics, it may be expected that the use of 
iodine as a popular method for attempting suicide 
will wane, and that it will gradually be replaced 
by various other substances. It is likely that, 
though the substance chosen for ingestion may 
change, an oral method of self-destruction will 
continue to be popular, since it is a more perma- 
nent pattern of human behavior and represents a 
more deeply fixed emotional reaction, which can 
be theoretically explained by the reversal of the 
primary instinct of nutrition. 

Two facts are hard to reconcile: practically no 
case of iodine ingestion is ever fatal and it very 
rarely results in more than a mouth burn; yet 
the iodine is apparently taken in a sincere intent, 
not necessarily for a dramatization or “gesture”— 
though that is what it usually turns out to be. 
Some of the patients appear to have a certain 
amount of foreknowledge or unconscious un- 
derstanding of this. If it be asked whether io- 
dine ingestion cases are sincere suicidal attempts, 
it should be replied, based on this series, that they 
are for those individuals at the times that the par- 
ticular attempts are made. Few of the young boys 
and girls, for example,—and most of them are 
young,—seemed to realize consciously that iodine 
would not kill them. But by its use they go through 
a kind of cathartic rehearsal of the emotions and 
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behavior of self-destruction. Some of them seem 
to be psychologically much better after the at- 
tempt, as if it had been a compulsion, by the act- 
ing out of which they were relieved. 


Psychologic and Symbolic Meanings of Particu- 
lar Methods. As to the popularity of illuminating 
gas for men, the first comment is that it is a more 
peaceful method than one would expect a male 
to choose, though it is admittedly effective and 
convenient, and not particularly messy. Leaping is 
the messiest method; possibly that fact and per- 
sonal or narcissistic considerations have kept it in- 
frequent. No studies are reported that investigate 
the relation of compulsive wishes and the tempta- 
tion to jump from a height with the personalities 
of the actual leapers. 

Intensive psychiatric study of various suicidal 
types remains to be made. Symbolic regression is 
a very distinct clinical psychiatric picture in the 
patients that carefully seal themselves in rooms 
and turn on the gas, just as the exhibitionist and 
sadistic elements are manifestly present in those 
cases where the act is planned and carefully timed 
to ‘coincide with the return of another person 
from work or with the arrival of friends by ap- 
pointment. Methods that use the body as a 
whole (leaping, hanging and drowning, for ex- 
ample) are of special interest and could bear more 
detailed study, particularly in regard to the pat- 
terns of behavior whose roots may be supposed to 
lie outside of consciousness. There were only 6 
cases where the patient tried several methods in 
combination, such as one who swallowed poison, 
cut his wrists and then leaped from a height. 
There are probably frequent occurrences of poi- 
son taken by error, but such cases are not recorded 
for study in this series and may or may not have 
involved unconscious motivation. 

Be that as it may, poison taken by mouth as a 
means of suicide leads all others by a wide margin. 
Table 3 emphasizes the order of frequency in 
which poisons were chosen for oral ingestion by 
men and women. For women, iodine leads, as 
stated, then mercury, sylpho-nathol, barbital and 
lysol. For men the order is practically the same 
(iodine, mercury, sylpho-nathol, barbital, with 
mercurochrome substituted for lysol). In this 
group there are, so far as is known, no cases of 
poisons or toxin being administered directly to the 
blood stream through self-injection or self-infec- 
tion. 

Iodine and sylpho-nathol are suicide possibilities 
that can be found more or less casually and inci- 
dentally and are usually at hand in the bathroom 
medicine cabinet, but the cases where mercury 
(bichloride) was used suggest special intent, as 
some people know mercury can damage the kid- 
neys and may cause a lingering death. 
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To most children, the contents of the medicine 
cabinet have semimagical powers, strange and 
fearful qualities. They are associated with child- 
hood wounds, with awe and terror at the sight 
of blood, and are mingled with memories of 
pain and of a grown-up’s hurry and anxiety in 
opening the special emergency closet and applying 
to some wound an antiseptic which was then put 
away out of sight and reach. Later it is discov- 


TABLE 3. Table Showing the Order of Frequency of 
Poisons Taken by Mouth in 692 Cases of Attempted 
Suicide Admitted to the Boston City Hospital, 1915 to 





1936 
Males Method Females Method 
101 Iodine 221 Iodine 
31 Mercury compounds 74 Mercury compounds 
17 Barbituric acid 31 Sylpho-nathol 
(derivatives) 24 Barbituric acid 
15 Sylpho-nathol (derivatives) 
9 Mercurochrome 19 Lysol 
7 Carbolic acid 11 Potassium permanga- 
7 Lysol . nate 
4 Ammonia 7 Arsenic 
4 Paraldehyde 7 Carbolic acid 
3. Hydrochloric acid 4 Ammonia 
3 Arsenic 4 Mercurochrome 
3 Sloan’s liniment 4 Creolin 
2 Lye (sodium hydrox- 3 Turpentine 
ide) 3 Strychnine 
2 Digitalis 3 Chlorazene 
2 Chloroform 3 Liniment 
2 Embalming fluid 2 Oxalic acid 
1 Sulfuric acid 2 Lye (sodium hydrox- 
1 Phosphorus ide) 
1 Creolin 2 Paris green 
1 Paris green 2 Creosote 
1 Carbon tetrachloride 2 Larkspur 
1 Ether 2 Benzoin 
1 Formalin 1 Potash (potassium 
1 Acetanilid hydroxide) 
1 Benzoin 1 Myrrh 
1 Aconite 1 Oil of wintergreen 
| Morphine 1 Hyoscine 
1 Strychnine 1 Cocaine 
1 Stove black 1 Belladonna 
26 Undetermined poisons 1 Whitewash 
1 Digitalis 
1 Corn-remover 





ered that these substances are tabooed (iodine, for 
example) by the writing on the labels. By the 
power of suggestion, in the very act of reading the 
prohibition “Poison—Not To Be Taken Inter- 
nally” there is set up both a desire and a fear which 
is similar to the compulsive desire to touch, as in 
the feeling some persons report from reading the 
sign “Danger—Third Rail—Alive,” and the terror 
of that impulse. 

“Iodine” as a word has sound associations with 
the phrase “I die.” Several patients mentioned this 
fact, which may permit its being suggested as an 
unconscious factor involved in accounting for the 
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amazing preponderance of iodine attempts.. The 
euphonic quality in such words as “iodine,” “lumi- 
nal” and “veronal” involves a subtle acoustic pleas- 
ure but is none the less sensual in the esthetic sense, 
as exemplified by the young victim of circum- 
stances, particularly the imaginative type of person, 
who pictures himself making a dramatic exit 
from this world, and often goes in a detailed and 
histrionic way into the subtleties of his demise and 
obsequies. 

The taking of embalming fluid by one patient is 
a cryptic method that could probably be deci- 
phered psychoanalytically. Gas offers a fairly 
pleasant death for less turbulent natures—a slow 
sinking into unconsciousness with no pain. In so 
far as aggression is concerned, when gas is in- 
spired it is directed against the respiratory organs, 
as is also the aggression of hanging and sometimes 
that of shooting. Hanging may also be an ex- 
pression of aggression to and with the whole body, 
and in one case associations concerning hanging 
indicated a definite reactivation of ideas concern- 
ing the birth-process as being a part of the pa- 
tient’s psychologic difficulties. In one particular 
case, the body was equated with a fetus and the 
rope with the umbilical cord. Other methods may 
be seen from the accompanying tabulation 
(Table 3), which shows a wide assortment with 
considerable originality that is worthy of further 
study. 

A point worthy of further study is the singular 
fact, suggested but not definitely determined by 
this study, that very few persons attempt suicide 
on a full stomach, or shortly after eating. 


Marital Status. When the suicidal cases are 
divided according to their marital status, the largest 
percentage is from among married women; it 
corresponds roughly to the percentage of married 
women in the population. According to statements 
by some of the patients and to other information, 
their suicidal attempts may be attributed to two 
main factors—lack of emotional satisfaction in 
coitus and infrequency of pregnancies. The 
woman’s emotional failure in the mating process 
may be due to neurotic conflicts in her personality 
that inhibit her natural responses, or to neurotic 
conflicts that are set up as the result of a lack of 
emotional intelligence, or to perversions on the 
part of the man. There is in the experience of 
uncompleted coitus and in the disuse of the organs 
for pregnancy a large residue of emotional energy 
not discharged. Unless this is satisfactorily drained 
in sublimations, there results, in the woman, ag- 
gression to the frustrating man, which may again 
be turned against herself and end in a dulling of 
her sex drives. This reaction may be accompanied 
by various disturbances, ranging from fatigue 
and a weariness of spirit to actual organic illness 
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or, with greater and more sudden force, to suicide. 
Numerous cases could be cited that might be con- 
sidered illustrative of the reaction patterns de- 
scribed above. 

The high rate for single males and females 
(Chart F) may be attributed to sexual and eco- 
nomic despair. The suicides among married males 
in this series can often be related to neurotic con- 
flicts which are not solved by marriage or which 
have been intensified in it. The history of several 
male patients suggested that neurotic conflicts had 
been reactivated by marriages to neurotic women 
(and vice versa) so that sex relations were not sat- 
isfactory. In many cases, simple business worries 
and weariness with struggling for a living were 


CHART SHOWING MARITAL STATUS 
of 1147 cases of atternpted suicide admitted to the 
Boston City Hospital, 1915 to 1936 
No. of cases 
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blamed, often in the face of physical symptoms, 
with accompanying mental depression, sometimes 
aggravated by fatigue. 

As to suicides among divorced persons, there are 
few in this series. This is to be expected since the 
divorce in itself is a resolution of conflict without 
recourse to emotional inversion, and because the 
change in mode of living and the sudden sense 
of release from strain carry with them an emo- 
tional upswing, sometimes tonic, that satisfac- 
torily utilizes energy. The suicide rate is low 
also for widowed people. This may be accounted 
for on the grounds that those who have been happy 
in the marriage relation are driven by forces with- 
in themselves to seek adequate substitutes for the 
lost mate, and those who have not been happy are 
both consciously and unconsciously freed from a 
burden. In cases where the attachment has been 
very strong, grief itself and the cherishing of a 
memory frequently serve to keep emotional en- 
ergy poured outward in a satisfying masochistic 
outlet. Those whose nervous systems and person- 
alities are unable to withstand loss may seek the 
anesthesia of suicide to escape pain beyond their 
endurance. Not inconsistent with the psychologic 
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and the emotional considerations mentioned above 
is the fact that, in the general population, divorced 
and widowed persons constitute a small minority. 


Employment and Unemployment. Table 4 
shows in more or less specific groupings how the 
patients were employed before or at the time of 
TABLE 4. Table Showing Previous Occupation of 1,147 


Patients Admitted Because of Attempted Suicide, 1915 
to 1936. 





Males Females 
167 Employmentunknown 130 Employment unknown 
72 Laborer 178 Housewife 
65 Unemployed 87 At home 
23 Business 40 Unemployed 
20 Factory worker 36 Domestic 
19 Salesman 33 Waitress 
19 Driver 26 Factory worker 
15 Mechanic 17 Student 
14 Painter 15 Office worker 
11 Chef or cook 13 Laundress 
10 Retired 6 Seamstress 
9 Sailor 6 Nurse 
9 Store employee 4 Beauty shop worker 
8 Janitor 3 Singer, professional 
Fireman 3 Store employee, retired 
6 Clerk 2 Matron 
5 Policeman or guard, 2 Cashier 
professional 2 Elevator operator 
4 Engineer 2 Scrubwoman 
4 Carpenter 1 Telephone operator 
4 Male nurse 1 Actress 
4 Student 1 Business 
3 Electrician 1 Model 
3 Junk dealer 1 .Fortuneteller 
3 Musician 
2 Home employment 
2 Mason 
2 Farmer 
2 Roofer 
2 Peddler 
2 Dancer 
2 Foreman 
2 Steamfitter 
2 Accountant 
2 E.R. A. worker 
1 Soldier 
1 Waiter 
1 Stagehand 





their suicidal attempts. If the males are consid- 
ered, deducting the 167 patients whose means of 
making a livelihood is unknown, it is seen that 
the majority of the patients came from the lower 
classes. ‘For example, 157, or 42 per cent, of the 
males were either day laborers, factory employees 
or unemployed. Fifty others held such jobs as 
truck or taxi driver, janitor, stagehand, sailor or 
waiter. Considering the females and deducting the 
130 patients whose employment is unknown, it is 
suggested that lack of employment and conse- 
quent time for brooding were real factors in the 
precipitation of suicidal attempts. For instance, 
we find that 305, or 50 per cent, of the female 
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patients were not employed in gainful occupa- 
tions. These may be classed in three groups: first, 
housewives having no other interest to occupy 
their spare time; secondly, girls or women living 
at home with nothing much to do, yet not being 
forced to work to support themselves; and thirdly, 
those who were entirely unemployed and were 
searching for work because of necessity. 


In the group of patients who were employed, 
any inference concerning specific occupational fac- 
tors as a cause of suicidal attempt, must be hit or 
miss, since often it appears that the important con- 
cern is not so much the type of employment of the 
individual as the maladjustment between him and 
his work. Of obvious importance are the neurotic 
trends being lived out in the particular job. From 
some of the cases it would appear that a person 
can, in a neurotic identification, enter a certain oc- 
cupation and become involved in conflicts between 
his own tendencies and those of the person whose 
role he is trying to play; and it is possible that the 
emotion which caused him to have recourse to this 
identification may run its course and leave him 
suddenly a misfit in his job, bewildered, with a 
fear of impotence as he feels his assumed strength 
gone. Certain cases in this series that were exam- 
ined personally and intensively suggest that the 
mechanisms described above have been operating, 
and that they have resulted in attempted suicide. 


Seasonal Variations. Few inferences can be 
made from the data showing the relation of suici- 
dal attempts to seasons of the year and days of the 
week. The suicide rate at the beginning of the 
year is low for both sexes. This is the winter 
period, when physical drives in general are com- 
monly at low ebb. For the women of this series 
there is a high rise in the occurrence of suicidal 
attempts in the spring and fall mating seasons, and 
for the men only in the spring; this may be due 
to stronger atavistic qualities in women or to 
woman's greater resiliency compared with man’s, 
which is probably associated with different occu- 
pations or even with the wearing heat of the sum- 
mer. One can only speculate as to these possi- 
bilities. 

The suicide rate for both sexes shows a rise in 
July, which is unexplained. That it may be traced 
to frustration experienced in the mating season 
just ended is suggested by a few cases; it may also 
be attributed to the physical effect of adjusting to 
hot weather, judging from many more. 

The number of suicides in December seems 
surprising at first glance. On second thought it 
is to be remembered that December is emotionally 
an important month to everyone, since it is asso- 
ciated in all minds with Christmas and its stirring 
of memories of childhood happiness and security, 
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so that in many persons whose family ties are 
perhaps ended neurotic impulses may be precipi- 
tated. 


For women, suicidal drives come to a head more 
often on Wednesday than any other time of the 
week, and for men on Sunday. The cause for 
this may be that for women family and social life 
is often a matter of weekends with long, lonely 
stretches of dull, tiring household or office duties 
intervening, the midday of which is Wednesday. 
This day can mark the culmination of weekly dis- 
satisfaction, and the woman may think, as one 
stated: “If Wednesday is lived through, Thursday 
will use up my energy in thoughts and plans for 
the coming weekend.” For most men, Sunday is 
the one and only “different” day in the week, the 
only day in which they have time for their own 
use, and there may be then enough energy not 
demanded by a man’s work to allow him to carry 
out his suicidal impulses. There are also many 
cases where work has been used as a drug, and 
the person’s nerves are jittery over long periods of 
time. On this day of deprivation of work he may 
suffer a nervous letdown. 


Racial Data. One thousand and sixty-five, or 
92 per cent, of the patients whose records were ex- 
amined for this study were white; the remainder, 
with the exception of 3 Chinese, were Negroes. 
Although the Boston City Hospital is located close 
to the Negro and Chinese districts, suicides among 
these population groups are in small proportion to 
those among Whites, as would be expected. 
Though there is disagreement on this point, some 
authorities consider Negroes in certain respects still 
a somewhat primitive social group, with simple and 
relatively uninhibited emotional outlets. On this 
account they may be less frequently driven to 
emotional disturbances that lead to suicide than is 
the white man. Whether this is the case cannot be 
decided from the data at hand. 

The negligible Chinese proportion is very prob- 
ably due to the fact that suicide for the Chinese is 
apparently the result of an intellectual act rather 
than an emotional impulse. They are said also 
to know how to perform suicide effectively, and 
certainly they seldom arrive at hospitals. Their 
emotional attitude toward death, as illustrated by 
their religion, is psychologically very different from 
that of white persons. The latter, in the grip of a 
neurotic conflict, are pulled in opposite directions 
by a desire for death and a desire to live which can 
sometimes be merely a fear of death. As a result 
of this ambivalence, they may unconsciously de- 
feat their own attempts. This hypothesis may in 
part explain the great number of unsuccessful suici- 
dal attempts among Whites. 
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FurRTHER CONSIDERATIONS 


The Unreliability of Statistics on Suicide. As 
has been already stated, statistics on cases of at- 
tempted suicide are, for obvious reasons, not at all 
reliable. On this account it has not been possible 
to estimate very accurately the incidence of the 
phenomenon among the general population from 
death reports or from hospital records. In the first 
place, successful suicides are sometimes not recog- 
nized, or they may be concealed through the con- 
scious intent of interested or co-operative persons; 
and a large number of unsuccessful suicidal at- 
tempts, possibly the majority, are not publicly re- 
vealed in such a way as to become a part of the 
community record. In the second place, even when 
suicidal patients are in contact with public or priv- 
ate physicians, they may not necessarily be diag- 
nosed or documented for what they are. 

In addition to these two groups, a third—most 
difficult to recognize or identify—must be men- 
tioned. This is the so-called “psychologic” type of 
suicide about which a good deal has recently been 
written, mainly by psychiatrists and students of 
the unconscious mind. These persons are some- 
times described as cases of “psychic” suicide; or 
more often their acts are described thus: “She 
went into a decline,” or “He fell or jumped from 
a height.” They may often be men and women 
with medical or surgical conditions that might 
ordinarily carry a good prognosis, but because the 
desire to get well is lacking, they fail to recover. 
In these situations where the patient apparently 
has no will to live or actually wishes to die, a deli- 
cate balance is swung in favor of death, and such 
cases are often seen to assume a hopeless prognosis 
owing to the addition of stubborn psychologic or 
complex social situations. Patients with tubercu- 
losis, pneumonia, stomach ulcers and heart trouble 
frequently produce psychologic evidence of what 
might be called “suicidal drives” or “death wishes.” 
Many accidental deaths, including sometimes those 
of children, may be psychic suicides in which the 
motive of self-preservation has been put off its 
guard by unconscious forces acting within the per- 
sonality. Suicidal types of this nature can be classi- 
fied as being on superficial or obvious levels or as 
being “deep,” that is, deeply unconscious. 


Types of Suicide. On one level are the mani- 
festly psychic suicides of the young girl of the jazz 
age, the alcoholic playboy or the giddy divorcee, 
who fling themselves into a ceaseless whirl of ac- 
tivity — “throwing their young lives away” (to 
quote one of them) with a mad desire to “burn 
themselves out,” wanting to beat the allotted life 
span and then sink, free at last, into what one 
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patient spoke of as the “orgasm of death” and the 
“restful release of nothingness” (Nirvana). 

There are certainly other suicides on deeper psy- 
choneurotic levels. Such are the persons who are 
said by psychoanalysts to have “introjected” the ob- 
ject of their aggression and who try to kill it in kill- 
ing themselves. Furthermore, as Zilboorg has 
pointed out, there are some cases in which an un- 
conscious identification has taken place with a per- 
son who has already died, and a compulsion pat- 
tern is set up requiring the person so identifying 
himself to die at a similar age or on the same day 
of the year or in similar circumstances. 

Not to be passed over lightly are the revenge, 
reprisal or spite suicides, the importance of which 
Adler emphasizes. In this regard, it has been said 
that every suicide is an act to punish someone, 
and that the act of suicide fits into a pattern aimed 
always to pay back pain or fancied wrong to a 
once loved object. There are the omnipresent press 
reports of children and young adults who react 
with suicidal impulses: “Mother wouldn’t let me 
go to the movies, so I took poison.” Cases similar 
to this type are suggested by the headline: “Child 
Forbidden Use of Sled: Kills Self.” One young boy 
will be remembered who promptly committed sui- 
cide after being arrested for picking a tulip in the 
Public Garden. It is not usual to keep hospital rec- 
ords of such adequacy that conclusive psychologic 
diagnoses can be made from them, and up to now 
the details of these neurotic patterns have been 
revealed only to the laborious observation of psy- 
choanalysts. 

What might be called “newspaper hysteria” is 
another type of suicide which is not uncommon. 
A newspaper account, with the customary accom- 
paniment of lurid details, of a case of a suicide by 
jumping out of a window, for example, is some- 
times followed in the course of a week or so by 
other attempts of a similar nature. From Europe 
comes a contemporary rumor of numerous sui- 
cides following the sale and broadcasting of a par- 
ticularly depressing and suggestive “suicide song” 
called “Gloomy Sunday.” Such suicide may be 
explained as being due to the high degree of 
suggestibility that the hysteric type of person pos- 
sesses and to his great capacity for identification. 

In consciously activated suicides the reasons 
given by the patients are probably only rationaliza- 
tions, in a word, psychologic symptoms. Only 
the irritations that precipitated the overflow of 
repressed energy and the strains that broke the 
resistance holding it in check are apparent. The 
basic underlying motives are unknown to the 
suicide himself. These motivating forces cause 
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repressed aggression, no longer controllable, to find 
outward expression unsatisfactory and to turn 
against the self. There is then either a burst of 
abandon, which results in a violent form of suicide, 
or the culmination of deeply prolonged or inter- 
mittently frequent depressions; the latter may be 
associated with the deadlocking of conventional 
and instinctive motives, and with resultant sur- 
render by the forward-moving life force, weary in 
its struggling against environmental frustrations. 
There may then come a desire to turn back to the 
old inner world of dim, sleeping memories—the 
womb—and a longing to return to its final homo- 
logue—the tomb—in the sleep of death. 

The will to live is libido flowing toward people 
and objects either in re or in spe, that is, in the 
actuality of satisfaction or in hope. Desire to die 
implies libido withdrawn, either through a gradual 
weaning from life because of repeated frustrations 
due to neurotic conflicts within the personality, or 
from actual environmental frustration, or because 
of the sudden loss of a love object or of an aim 
on which total or maximum libido has been con- 
centrated. Several types of inversion of emotion 
can result from situations like these. If this process 
takes place gradually and mildly it may go no 
farther to find a satisfactory outlet than strongly 
expressed narcissism. If the pain of psychic trauma 
is too strong, the eventual result may be suicide, 
consciously or unconsciously achieved. 


The Sujcidal Patient in the General Hospital. 
At the present time the patient who has made a 
suicidal attempt is not an unusual case on the 
wards of large general hospitals. Such patients are 
well known to internist and surgeon alike, and the 
care they receive is something of a routine proce- 
dure. A simple factual attitude is usually adopt- 
ed, and the method of attempt the patient chose 
usually determines whether his treatment shall be 
medical or surgical. Those who have swallowed 
poison are treated on the medical wards by anti- 
dotes and have their stomachs washed out. Those 
who have cut their throats or hacked their wrists 
go to the surgical wards, where sutures are taken 
and dressings applied. These methods are hu- 
mane, and very effective for dealing rapidly with 
the cases and promoting an early discharge, but it 
can be said that after giving immediate treatment 
they stop far short of anything more than a per- 
functory consideration, for the purpose of hos- 
pital records, of the underlying psychologic dis- 
turbance or the social situation involved, and little 
is done to alleviate the causative psychologic or 
social factor. Attempted suicides are usually 
passed through the regular hospital routine, and 
after treatment for their physical injuries are dis- 
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charged to their families; the latter, either in be- 
wilderment or embarrassment, usually ignore the 
original act, which religions have condemned as 
shameful and have treated on a superficial level 
with repressive methods, not knowing how else to 
handle it. Only in recent years has a more inter- 
ested and more highly trained and sympathetic at- 
titude toward attempted suicide developed con- 
comitant with the growth of modern hospitals, and 
the organization of departments of social work and 
psychologic medicine. The suicidal patient is 
rapidly becoming of much more interest to the 
psychiatrist and the social worker than he ever 
could have been to the busy surgeon or the over- 
worked intern, to whom he might have been a 
“slashed wrist” or another “iodine ingestion case.” 


The Service Offered by the Institution. Meliora- 
tive attitudes have developed very gradually in 
Greater Boston, yet the beginnings are remote and 
go back as far as the old Almshouse to which Dr. 
David Cheever was visiting physician, and which 
medical students visited much as they do the Bos- 
ton City Hospital and the Boston Dispensary to- 
day. Facilities for caring for every kind of case 
were greatly increased when the Massachusetts 
General Hospital began to admit patients in 1821, 
but it was not until 1864, when the Boston City 
Hospital opened its wards, that municipal hospital 
facilities became available on a large scale to the 
great majority of the public in medical need. Since 
then there has been definite progress, and in one 
leading hospital special attention is now being paid 
to such medical diseases as are closely related to 
social and psychologic problems. The Massachu- 
setts General Hospital already has a psychiatric 
service, the first of its kind in a general hospital in 
this community. Interest along similar lines is 
growing at the Beth Israel Hospital, whose staff 
is giving marked attention te problems in psycho- 
logic and social medicine. However, there is still 
much need of improvement in the care and study 
of suicidal patients. 


CONCLUSIONS 


In this presentation of the suicide problem, as 
seen on the wards of a large municipal hospital, 
observations are offered similar to those of pre- 
vious studies in other hospitals. Similar data are 
found; conclusions are made which point out a 
clearly defined need for further and more inten- 
sive study of suicide based on present-day records 
taken under modern social and psychologic meth- 
ods, with a view to careful and more scientific 
study and understanding of this increasingly im- 
portant problem. 

Suicide, like functional mental disease, which is 
a kind of mental suicide, is the ultimate expression 
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of a personality disorder that has progressed 
through known stages of a neurosis, often with 
physical complications recognized as hysteria, and 
is umresponsive to medical treatment which, in 
addition to being ineffective, comes too late. This 
disorder can be precipitated and aggravated by 
physical strain and fatigue, psychologic disturb- 
ance and conflict, and social and environmental dif- 
ficulties. In seeking its roots, investigators may 
come close to finding also the roots of other mas- 
ochistic neurotic conflicts, and achieve some under- 
standing of the aggressive social homologues of 
suicide—crime and war. 

It is therefore proposed that in large general 
hospitals “protective” wards be established, where 
each patient may be given an adequate psychiatric 
examination and possibly some definite treatment 
with a social service work-up if it is needed. Be- 
fore discharge, recommendations should be made 
for a therapeutic program and a follow-up, using 
existing social institutions. This clinical treatment 
should be available also to medical and surgical 
outpatients diagnosed during their treatment as 
being suicidal. Adequate data should be kept on 
the patients examined and treated, to be used for 
a more complete study of the phenomenon of sui- 
cide. Through it we may learn how to deal with 
the individual and social psychologic forces that 
throw off balance the drives of a personality and 
cause its energy to turn to self-destruction. 


SUMMARY 


1. This paper presents data derived from the 
study of case records of patients admitted to the 
Boston City Hospital after having attempted sui- 
cide, in the period between January 1, 1915, and 
January 1, 1936. 

2. Suicidal admissions are increasing; 1,147 cases 
have been admitted in the last twenty-one years, 
varying from 24 cases in 1915 to 99 cases in 1935. 

3. Of the cases in this series, 616 were women 
and 531 were men. 

4. In the series, 127 patients, or 11 per cent, 
were successful. Of these, 55 were women and 72 
men; more men were successful than women, al- 
though there were more women in the series. 

5. The larger percentage of successes among 
men is attributed to the use by men of mechanical 
and more physically aggressive methods of suicidal 
attempt, such as shooting, slashing and leaping, 
whereas among women the taking of poison by 
mouth was the most usual method. 

6. The methods generally employed in order 
of preference were: poison by mouth, inhalation 
of gas, slashing throat or wrists, leaping, the use 
of firearms, hanging and drowning. 

7. The great majority of all cases were neces- 
sarily admitted to medical services, although these 
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patients were not suffering from organic illness 
other than the result of the suicidal attempt. 

8. The great majority of all cases were dis- 
charged “relieved.” 

9. Only 67 patients were obviously mentally ill 
enough to require transfer to mental hospitals for 
observation. 

10. In general, the age distribution related sui- 
cide definitely to the curve of intensity of the sex 
drives. 

11. The majority of the women were young; 
378 women, or 61 per cent of the female patients, 
were between the ages of 16 and 30. Only 176 
men, or 33 per cent of the males, were in this age 
group. 

12. More women who attempted suicide were in 
the age group between 20 and 25 than in any other; 
more men were in the age group between 26 and 30. 

13. The motives in most cases were unknown. 
Among 266 patients who stated them, economic 
factors were most commonly blamed by men, 
and domestic difficulties by women. III health 
among men and women was given third place. 

14. About 10 per cent of the patients were drink- 
ing alcoholic liquors shortly before or at the time 
of the suicidal attempt. Some of these stated that 
drinking made the attempt easier. 

15. Although in 322 cases (221 females and 101 
males) iodine was taken by mouth, none of these 
patients died. 

16. Many peculiar and interesting cases were in- 
cluded, especially among those who took toxic 
substances by mouth. The most popular poisons 
in order were: iodine, mercury compounds, barbit- 
urates, sylpho-nathol and mercurochrome. 


17. Very few patients tried combined methods 
of suicide. 

18. Few patients, so far as is known, repeated 
the attempt, though it is possible that some may 
have done so later without the knowledge of the 
hospital authorities. 


19. Married women (260) made up the larg- 
est group of those who attempted suicide. + Next 
in number came unmarried women (176), then 
married men (163), followed by unmarried men 
(148). There were few widowed patients (53), 
and fewer divorced (16) and separated (11) cases. 


20. The relation between employment or unem- 
ployment and suicide is not clear, but material in 
this series suggests that unemployment may be a 
precipitating factor, particularly among women 
who are not employed at gainful occupations. 
Three hundred and five, or 50 per cent of the 
women, fell in this class. Among those who were 
employed, an important factor possibly precipi- 
tating the suicidal attempt was maladjustment 
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between the patient and his or her job. This was 
often suggested by complaints concerning the oc- 
cupation and the history of repeated failures and 
change in work. 

21. Definite seasonal variations were noted. Few 
suicidal attempts were made in the winter. An in- 
crease among women occurred in the spring and 
fall. More men attempted suicide in April than 
in any other month, and more women in August. 
The day. of the week preferred by women was 
Wednesday, while men preferred Sunday. 


22. One thousand and sixty-five or 92 per cent of 
the patients in this series were white. The remain- 
der, with the exception of 3 Chinese, were Negroes. 

23. Most patients came from the lower classes. 

24. Reasons for the unreliability of statistics on 
suicide and attempted suicide are cited. 

25. Various types of suicide are described, and 
various psychologic reactions and mechanisms are 
discussed in relation to the problem of suicide. 

26. Special attention is called to the suicidal 
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patient in the general hospital and the present-day 
routine handling of such cases. 


27. It is suggested that more individual atten- 
tion be given to cases of attempted suicide, espe- 
cially from the point of view of psychologic and 
social medicine. 


28. It is proposed that protective wards be es- 
tablished in large general hospitals where patients 
who are suicidal may be treated and studied, with 
the aim of achieving a better understanding of the 
causes and mechanisms of suicide, as well as possi- 
ble means of preventing it. 


I am greatly indebted and express my sincere apprecia- 
tion to those who have helped me in the collection and 
the preparation of this material: Doctor James W. Manary, 
Miss Ruth Church, Miss Mabel Wilson, Mr. Brinckerhoff 
Jackson, Mr. Thomas Lewis, Miss Louise Cohen and Miss 
Barbara Rogers. 


384 Commonwealth Avenue. 


Additional tables and charts and an extensive bibliog- 
raphy have been omitted because of the lack of space. 
These will be included in the reprints of the paper. 
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FTER attending a county society meeting, I re- 

ceived a letter from one of the older members 
of that group. The suggestion he made as a topic 
for my address this evening was: “Let it be to the 
young men of the medical profession.” The writer, 
a man of middle life, a leader in the medical ac- 
tivities of our state, is surrounded by young men— 
fine fellows, all of them. His opinion was that 
what I might have to say would make no differ- 
ence to the older men, hardened in the mold, but 
he felt that the younger ones might be advised. 
Be that as it may, I have great respect for the 
writer, and am going to follow his suggestion to 
some extent, as best I can. It is the future that 
matters, and the future of medicine lies in the 
keeping of the young men. 


Before giving thought to the present and future, 
however, let us look back for a moment to the 
past—and pardon me if I am somewhat personal. 
Practically every phase of scientific medicine and 
surgery as practiced today is the result of discov- 
eries made since I graduated in medicine in 1885. 
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I have witnessed the entire picture, both the past 
and the present, and at times I try to visualize the 
future. It has been a most interesting experience. 


Fifty years ago, surgery as understood today was 
for all practical purposes unborn. Antiseptic sur- 
gery had just begun. The idea of asepsis had not 
been conceived, or if so, in the minds of only a very 
few, and those thoughts were not expressed. 


My reference to the past is not because I think 
you are ignorant of the history of medicine of that 
time, but that I might refer to the young men 
graduating in the eighties and possibly in the 
seventies. One can well understand that anyone 
who has entered the field of medicine during the 
past ten years must entertain doubts as to the diag- 
nostic ability of the men then in practice. My 
answer is this: There were men just as able in 
the profession at that period as there are today. 
Their diagnoses of most of the commonplace ills 
of mankind were nearly as correct as at present, 
and without the aid of laboratories, x-rays and the 
various other forms of assistance we now have. Do 
not misunderstand me; I said men “in the profes- 
sion,” not those just entering. The able man of 
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those days acquired his ability through years of 
practice and as the result of self-reliance and keen 
observation. 

As an example, one among many, William Osler 
began to acquire his reputation’as a great diag- 
nostician and teacher in the late seventies and 
during the eighties. Though gone these many 
years, the wisdom of his teachings is by no means 
forgotten. 

The young man of that period, just entering his 
lifework, was for a time a lost soul, feeling his way 
in the darkness. Hospitals were by no means nu- 
merous. There were but few opportunities for in- 
ternship. Nevertheless, he did well, all things 
considered. The better ones developed a sense of 
keenness and judgment in the conduct of their 
cases that cannot be minimized. 

What was true of the young medical man then is 
still true today. In spite of the advancement in 
science, years of practice, of study and of observa- 
tion are still necessary to acquire judgment and 
the ability needed for the proper practice of medi- 
cine and surgery. 

Graduates of the earlier time were not all am- 
bitious to become full-fledged surgeons immedi- 
ately upon receiving their diplomas, or upon com- 
pleting the rare internship. This may be ex- 
plained by the fact that cavity surgery at that time 
was extremely dangerous and rarely attempted. 
Following the adoption of aseptic methods in the 
early nineties, surgery as a specialty became a 
very distinct part of the profession. In fact, it 
became a part of the work of many who had ac- 
quired a great deal of experience as general prac- 
titioners. 

Materia medica and therapeutics were live sub- 
jects then. The student was required to pass very 
stiff examinations. He knew his drugs and had a 
knowledge as to prescripiion-writing. These were 
the halcyon days of patent medicines. The so- 
called proprietary preparations for the doctors to 
prescribe were not then in vogue. The teaching 
of these subjects has, at the present time, seemingly 
gone to the other extreme. I wonder sometimes if 
there is not a happy medium. I wonder still more 
when I enter a sickroom and find, as I sometimes 
do, arrayed on the table five or six different kinds 
of tablets, every one of a different size and color. 

Now a few words as to the graduate of recent 
years and the present day. He is a wonderful 


product as compared with the earlier graduate. He 
is so many laps ahead, at the start, of the young 
man of forty and fifty years ago that there can be 
no real comparison. He talks a different language, 
and I must confess that much of it is entirely over 
my head. No one has greater admiration for him 
Nevertheless, with all his up-to-date 


than I. 
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knowledge of technic and laboratory findings, I 
sometimes think he may be in danger of overrating 
and misapplying some of it when he comes in con- 
tact with his patient. For instance, a thirty-odd- 
thousand white-cell count does not necessarily 
mean that operative measures should be under- 
taken in a suspected surgical case. 

I recently read an article by an experienced 
aviator. He made the statement that there are 
so many gadgets and appliances in the pilot apart- 
ment of a modern giant airplane that it is next 
to impossible for any one man to remember and 
make practical use of each and every one at the 
proper moment. Is there not the same danger in 
our profession? There has been such a multiplic- 
ity of new findings and methods in the past few 
years, cannot one’s judgment in their practical ap- 
plication be easily led astray? 

Permit me to quote from an address by William 
J. Mayo, under the title “Diagnostic Fog”: “It has 
been said that if we know three important things 
that are really true about a disease condition, we 
are probably good diagnosticians; if we know five, 
we still may be good diagnosticians; but if we 
know too many things, mostly unimportant, and 
not all facts, we fail to distinguish the two-cent 
pieces of diagnostic material from the twenty-dol- 
lar gold pieces of fact, and we are likely to become 
lost in a diagnostic fog of our own creating.” The 
physician who is continually looking for the 
unusual is the individual who easily becomes lost 
in that fog. 

My attention was recently called to the case 
of a young lady who was having a very difficult 
time: interrupted sleep, headaches, and intestinal 
and a variety of other symptoms which made life 
miserable. She visited able men in one of our 
metropolitan centers, was put through the usual 
routine,—which was considerable,—and emerged 
with a diagnosis of intestinal neurosis, which dif- 
fered in one part of her intestinal tract from that 
of another part. Shortly after, having pain in the 
side of her face, she called upon her dentist. He 
discovered a badly impacted wisdom tooth. It was 
extracted, with the result that her intestinal neu- 
rosis quickly disappeared, as did most of her 
other symptoms. A village dentist discovered the 
trouble. It was not a case of bowel but a case of 
tooth. 

This is an age of specialization, necessarily so, 
and there seems to be a glamor about it that 
is attractive to a large number of the younger 
members of the profession. Most of them wish to 
become surgeons, and one can easily understand 
why. My belief is that every man should first 
have a very definite experience in the practice of 
general medicine, preferably outside of the hos- 
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pital after his internship. Only by so doing can 
he recognize the closeness and interdependence of 
the physiologic functions of one part of the body 
with those of another. Should he later elect to spe- 
cialize, having had this experience, it will very 
much simplify his work and add to his personal 
satisfaction. 

I have heard many men who stand high in their 
special line, and who have had some years of 
general work before specialization, express the 
thought that the experience had been of unmeas- 
ured benefit to them. I have heard other equally 
prominent men voice the wish that they had had 
general experience in medicine. 

I believe there is more opportunity for real per- 
sonal satisfaction in the broader field of general 
medicine than there is in the narrower field of any 
one of the specialties. The work is more difficult, 
the hours are longer; but there are many compen- 
sations in the way of acquiring a broader vision 
and a closer personal touch with one’s patients. 

Economic factors necessarily enter the life of 
every physician. Bills must be paid, and we are 
entitled to not only a livelihood, but some pleas- 
ures as well. Therein lies a danger. The subject 
of fees is a difficult one. Some thirty-five years 
ago, when I had not completely divorced myself 
from general work, I asked Dr. Maurice Richard- 
son, of Boston, to come to Nashua to do an appen- 
dectomy. He was not only one of the most promi- 
nent surgeons of his time but a man with a great 
heart, a broad comprehension of his profession, 
and an unbounded sympathy for others. Driving 
him to the station—those were the horse-and-buggy 
days—I handed him fifty dollars with an apology 
for the smallness of the fee. He admonished me 
never to apologize for the size of a fee or for no 
fee. He further emphasized the fact that it had 
been a ruling principle of his life never to tie up 
an individual patient with the thought of a cer- 
tain fee. His work was done as it came, and if 
the quarterly or the yearly income proved to be 
sufficient, he was satisfied. 

I have often thought of his words and been 
guided by them. He naturally had a large income. 
It has been my experience in looking back over 
the years, and in reviewing the lives of many ot 
my confréres now gone, that the men who had 
large practices and collected sizable incomes were 
the men who gave very little thought as to what 
they could extract from this or that individual 
patient. 

A thought worth consideration is that voiced 
by the father of one of our profession just before 
he died. He was a poor man. Calling his son 
by name he said: “Before rendering a bill to a poor 
man, or a man with a large family, just give a 
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thought as to how that would have affected your 
father and his family.” 

This is a changing world, and we as a profes- 
sion are not immune to those changes, nor should 
we be. Nevertheless, there are some fundamental 
truths which have to do with the practice of medi- 
cine that should never be forgotten. Receive what 
is our honest right from those able to pay for our 
services, but always remember that our profession 
is one whose members are supposed to have dedi- 
cated their lives to the service of others, regardless 
of their social or financial condition. To those 
whose years and strength will allow, this means 
day and night. Any man not willing to render 
such service is unworthy of his calling. 

There is one thought having to do with chang- 
ing political and economic conditions that I should 
stress to you all. Medicine as a profession enters 
into the life of every man, woman and child. It is 
with them daily, though they may be unconscious 
of that fact. Preventive medicine and health laws 
affect everyone at all times. This being the case, 
can any one of you doubt that it is only a question 
of time when the controlling powers will give 
thought to the medical profession and attempt its 
regulation? 

We are not without fault, and our methods are 
somewhat haphazard in certain directions. Is it 
not better that we cease to be too stiff-necked in our 
attitude toward certain suggestions? Is it not 
wiser that we propose and advocate certain reform- 
ative measures and have a hand in their adminis- 
tration than to have them thrust upon us by a non- 
medical group? 

In these days of regimentation we shall not be 
overlooked. We can have no C. I. O. organization, 
nor do we want any. Neither can physicians ever 
stage a sit-down strike. This may appear to many 
of you as something in the nature of a bad dream. 
It is a bad dream, and I hope none of you will 
awaken to find it true. At times I fear that some- 
thing of the kind may happen. 

It is human to err, and we as members of the 
medical profession are not exceptional in this 
respect. Would it not be well when something 
goes wrong to form the habit of asking ourselves 
the questions, Was I right? Was what I did the 
correct thing to do? To deliberate with oneself 
at times is a habit well-worth-while. 

That which has contributed the greatest amount 
of happiness and benefit to my professional life 
has been my contacts with other men in the pro- 
fession. This has been largely due to attendance 
at medical meetings—local, state and national—spe- 
cial and general. 

It is a great asset to meet and know men who 
are doing what you are striving to do. Not always 
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is it the papers to which one listens that help. Many 
of them are prosy, dry or over one’s head. It is 
the getting together, individually or in groups, in 
the hotel lobby, around the table while eating, or 
in one’s room. The doctor wha makes no effort 
to attend gatherings of this kind can never undet- 
stand what he misses. 

A man practicing medicine over a long series 
of years acquires a great understanding of human 
nature, better probably than in any other walk of 
life. He is a witness to the tragic, the dramatic 
and frequently the ludicrous. He meets with 
many humiliations, and has moments of great joy. 
We are sometimes prone to think people ungrate- 
ful. Now and then that is too true. But gratitude 
does exist, often when least expected. 

To bring my somewhat informal talk to a close, 
What does the future hold in store for medicine 
and the medical man, say for the next twenty-five 
years? (To give thought beyond that time is im- 
possible.) Undoubtedly there will be many new dis- 
coveries, scientific in character, having to do with 
prevention and cure of certain now seemingly 
uncontrollable conditions; of cancer, let us hope. 
What changes will take place as to diagnostic 
methods and the personal conduct of our cases? 
Will our interpretation of conditions be the result 
of methods and findings now thought to be the 
proper procedure? 

Having given some thought to the subject, and 
having this occasion in mind, I sought the opinions 
of a few able men from different sections of the 
country at a large meeting held in New York last 
fall. I received a variety of answers. One doctor 
from the Middle West said: “More attention to 
physiologic medicine and less stress upon bacte- 
riologic findings, never losing sight of the per- 
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sonal equation.” Another well-known physician 
emphasized the importance of biochemical and 
physiologic medicine, with less attention to bac- 
teriology, and added that one should never forget 
that there is a patient who has a disease as well as a 
disease which has a patient. 

We should always keep in mind the fact that 
most of the troubles for which our patients seek 
relief are functional in character, possibly the re- 
sult of faulty habits, bad environment, business 
worries or family: disturbances. A little effort 
upon the part of the physician will soon enlighten 
him as to these and various other elements that 
enter into the mental and physical upsets of his 
patients. 

The emotional element in any case, whether it 
be functional or pathologic, should never be over- 
looked. I believe—and it is the belief that I have 
heard expressed by others who have been trained 
in scientific medicine—that the pendulum is be- 
ginning to swing toward some of the methods of 
the old family doctor. Just treating the sickness 
or disease that a patient may have, without taking 
the patient himself under consideration, is not con- 
ducive to either favorable prognosis or cure. While 
the highly scientific specialist may go all over the 
lot pursuing a bug or a vitamin, the patient who is 
the happy hunting-ground subconsciously feels that 
he should be given a little consideration. A word 
or two should be said in his behalf for being kind 
enough to give the doctor an opportunity to go 
a-hunting. This means, of course, that a patient 
must be considered as a complete unit. 

In closing, let me further emphasize the fact that 
a little general consideration on the sympathetic, 
human side is just as important as a thorough 
knowledge of the disease on the scientific side. 
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ADENOMA OF THE PANCREAS AND HYPERINSULINISM 


Report of a Case With Studies of the Effect of Emotions, of Changes in 
Diet and of the Administration of Acids and of Alkali on 
the Symptoms of Hypoglycemia 


Benjamin V. Wuirte, Jr., M.D.,* ann Epwin F. Givpea, M.D.t 


NEW HAVEN 


ARRIS! in 1924 hypothesized the existence 

of a syndrome, the antithesis of diabetes mel- 
litus, which should have as its principal manifes- 
tations the symptoms characteristic of overdosage 
with insulin, and there came under his observa- 
tion cases of hunger weakness accompanied by 
blood-sugar determinations of 65 mg. per cent 
which were relieved by the ingestion of food. 
R. M. Wilder and his associates* in 1927 reported 
the fatal case of a man of 40 with severe symptoms 
produced by a physiologically active carcinoma of 
the islet cells of the pancreas. The first successful 
surgical removal of an adenoma productive of 
symptoms of hypoglycemia, however, was reported 
by Howland and his co-workers® in 1929. 


A review of the literature by Whipple and 
Frantz* in 1935 indicated that at that time, in- 
cluding their own series, there had been 31 cases 
of tumor of the pancreas removed at operation or 
proved at autopsy in which symptoms of hyperin- 
sulinism had been present. Whipple and Frantz 
also noted in 18 cases of hyperinsulinism that oper- 
ation or’ postmortem examination failed to reveal 
adenomas, and they collected 31 cases of adenoma 
of the pancreas in which there had been no symp- 
toms of hypoglycemia. Since their report was pub- 
lished numerous additional cases of benign ade- 
noma with hyperinsulinism have appeared in the 
literature,” * * ** and at least one case of 
adenocarcinoma.”* 

As the result of investigations** *° which indi- 
cate that the use of carbohydrate tends to increase 
the sugar tolerance of the organism, the use of a 
low-carbohydrate diet in attempting to reduce the 
output of endogenous insulin has been advo- 
cated.'* 17, 18, 19 

The study of the hydrogen-ion concentration of 
the blood was suggested by the observations of 
Boone,”’ who reported the case of an 11-year-old 
girl with the classical syndrome of hypoglycemia 
but with no adenoma of the pancreas found at op- 
eration. She suffered from severe spontaneous at- 
tacks only rarely, and could on some occasions fast 
for several hours without developing symptoms. 


From the Department of Psychiatry, Yale University School of Medicine. 
*Former assistant in psychiatry and mental hygiene, Yale University 
School of Medicine. 

tAssistant professor of psychiatry and mental hygiene, Yale University 
School of Medicine. 


He observed, however, that after the administra- 
tion of ammonium chloride (1.0 gm. every two 
hours) a period of starvation invariably produced a 
semiclouded state. The threshold blood-sugar 
level, furthermore, varied in such a way that dur- 
ing the administration of ammonium chloride, 
seizures occurred at levels of 37, 40 and 43 mg. per 
cent, although when ammonium chloride was not 
being administered the blood sugar on one occa- 
sion fell to 34 mg. per cent without the superven- 
tion of symptoms. Boone felt that changes in the 
acidity of the blood might to a certain extent ac- 
count for the apparent absence of a satisfactory 
threshold level of blood-sugar concentration, a 
phenomenon which he had observed in his case, 
and which was also noted by Derick** and his 
collaborators. 

Because of the apparent role of emotional fac- 
tors in the precipitation of the attacks which oc- 
curred before our patient came under observa- 
tion, a study of her life history was undertaken, 
while notes on her mental status were also made 
during each of her observed seizures. Feinier, 
Soltz and Haun* made psychiatric examinations 
in 5 of the cases reported by Whipple and Frantz,’ 
with special emphasis on the mental picture during 
the attacks, and in their review is an adequate 
list of references to the neuropsychiatric literature. 

In the present communication the effects of emo- 
tional factors, of changes in diet and of the ad- 
ministration of acid or alkali on the symptoms of 
hypoglycemia in a woman of 31 are described. The 
findings differ somewhat from those hitherto re- 
ported. 


E. R. (New Haven Hospital No. A58173, Psychiatric 
Clinic No. 1282), a 32-year-old, white, native woman of 
German extraction, came to the medical dispensary on 
December 6, 1935, complaining of four circumscribed at- 
tacks of mental confusion which had occurred during the 
previous 6 months, the nature of which she had learned 
only from persons who had observed her, since she re- 
membered nothing of her actions after the attacks were 
over. The first three of these episodes occurred before 
breakfast on the first day of her menstrual periods in June, 
September and November, 1935; the nights preceding them 
she had been irritable and had argued with her husband 
over intercourse. The fourth attack occurred later in the 
morning, after she had eaten practically no breakfast. The 
first three episodes were characterized by inefficiency in 
preparing breakfast, making the children’s beds and dress- 
ing herself, and during them she was observed to tremble 
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and stagger as in a daze. In each instance she was unable 
to recall the experience. She never fell, became totally 
unconscious or suffered from a convulsion. The fourth 
attack, which occurred December 4, was not associated 
with an emotional experience on the preceding night, bore 
no immediate relation to a menstrual period and developed 
gradually at about 11 a. m. It was ushered in by subjec- 
tive sensations of headache, dizziness and double vision, 
and was noticed by luncheon guests when the patient 
poured coffee over the tablecloth instead of into the cups. 
She remained in a clouded state throughout the remainder 
of the day and suffered from a complete amnesia except 
for one lucid interval, in which she recalled the visit of a 
physician who had called and left her a sedative. In addi- 
tion to these circumscribed seizures she also suffered from 
minor periods of restlessness, headache, dizziness and 
trembling, in which she also felt that her tongue was thick 
and too large for her mouth. Although her first three at- 
tacks had been relieved by sweetened coffee and toast, she 
was unaware of any definite relation to the intake of food. 

Her mother had died of pulmonary tuberculosis, and 
she herself had suffered from a discharging cervical gland 
at the age of 18. She had suffered from no other sig- 
nificant illnesses. 

Physical examination revealed a well-developed and 
poorly nourished woman of average stature, predominant- 
ly leptosomatic in physique. Fat and hair distributions 
were quite normal. No masses were palpable in her 
abdomen. 

Her course under observation was as follows: At the 
time of her first visit to the medical dispensary the diag- 
nosis of hyperinsulinism was suspected,* and the fasting 
blood-sugar determination the following day was found 
to be 50 mg. per cent. She was advised to take cane sugar 
as needed and was referred to the metabolism clinic, 
where she was first seen on December 17, 1935. At that 
time a high carbohydrate diet (Pz9 Fg9 C509) was pre- 
scribed in an attempt to produce an oversecretion of in- 
sulin and to precipitate the development of symptoms. A 
subsequent visit on December 31 revealed that there had 
been no further major attack, although she had developed 
occasional afternoon headaches, accompanied by a feeling 
of thickness of the tongue. 

She was admitted to the hospital on the medical 
(metabolism) service January 7, 1936, for laboratory 
studies, remained in the hospital 3 days, and suffered from 
one period of dizziness, headache and mild sweating fol- 
lowing a metabolism determination. Her blood sugar at 
the time was 42 mg. per cent. She was discharged on a 
therapeutic diet consisting of Pzg Fy75 Cyo5. 

On January 14 she was again seen in the metabolism 
clinic and reported the recurrence of dizziness and the 
thick feeling in her tongue. Following advice to ab- 
stain from the therapeutic use of sugar, that afternoon on 
the way home she wandered about as if stunned, and suf- 
fered from diplopia and dizziness of such severity that 
people thought she was intoxicated. On January 23 she 
reported a mild attack between 1 and 2 a. m. On January 
30 she reported a severe seizure 2 days previously at 2 
a.m. Her diet was then changed to Pz9 Fao9 Coo, and 
on the four succeeding days she suffered from severe at- 
tacks of clouding of consciousness, in each instance occur- 
ring at 10 a. m. It was felt that the high-fat, low-carbo- 
hydrate diet had been given an adequate trial. On Febru- 
ary 4 it was changed to Pzg Fi59 C359, while the patient 
was advised to use sugar freely as needed. 

On this high-carbohydrate diet she remained essentially 
well until April 5, the last day of her menstrual period. 


*The patient was seen by Dr. Nicholas D’Esopo, who made the clinical 
diagnosis. 


THE NEW ENGLAND JOURNAL OF MEDICINE 


Aug. 19, 1937 


On that day she suffered from a severe period of clouding 
of consciousness, and after a visit to the metabolism clinic 
was referred into the hospital on the psychiatric service. 
She was admitted to the psychiatric service on April 
17 and remained there until May 21. During this period 
daily blood-sugar determinations were made (Fig. 1). 
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FIG. 1. Observed symptoms in relation to daily fasting blood-sugar levels 
and the administration of acid and alkaline salts. The shaded blocks 
represent spontaneous attacks, while the unshaded ones represent symptoms 
which followed the withholding of breakfast. The horizontal areas out- 
lined in the center of the chart indicate the days on which acid and alkaline 


salts, respectively, were administered. The vertical columns at the bottom 
of the graph show the fasting level of the blood sugar on each day. In 
some instances, where more than one blood-sugar determination was made 
during the course of an attack, the lowest one is recorded. The adminis- 
tration of alkali did not exert any protective influence against the develop- 
ment of symptoms. 


Her first observed seizure occurred on May 2, 4 days after 
starting the administration of 1 gm. ammonium chloride 
six times a day. Ammonium chloride was discontinued 
May 5. A second attack was induced at 9:50 a. m. by 
withholding breakfast on May 11. The administration of 
2 gm. sodium bicarbonate six times a day was then com- 
menced, but on May 14 and 16 attacks were readily in- 
duced by withholding breakfast. Treatment was changed 
on May 16 to 0.6 gm. calcium carbonate and 1.8 gm. 
sodium bicarbonate at hourly intervals between 7 a. m. 
and 7 p. m., supplemented with powders containing 0.6 
gm. sodium bicarbonate and magnesium oxide at 8, 8:30 
and 9 p.m. An attack occurred again May 18. On May 
19 she was given 48 gm. sodium bicarbonate and 35 gm. 
sodium acetate in divided doses between 7 a. m. and 7 
p. m., yet on this day the second observed spontaneous 
attack occurred. On May 20 she received 2 gm. sodium 
bicarbonate and 2.5 gm. sodium acetate at hourly intervals. 
On May 21 her breakfast was withheld and again at 9 
a. m. she passed into a clouded state. Determinations of 
the blood pH were made on May 18 and again on May 
21. Alkali administration was stopped at this point. 
During the patient’s period of observation the following 
laboratory examinations were made. The blood Kahn was 
negative. The red blood-cell count was 4,470,000, with 
a hemoglobin of 90 per cent (Sahli), and the white count 
ranged between 7,450 and 9,250, with a normal differen- 
tial. Urinalyses were negative. The basal metabolic rate 
was —21 per cent. The fasting blood sugar before opera- 
tion ranged between 27 and 57 mg. per cent and after 
operation between 82 and 89. The sugar tolerance was 
greatly increased (Fig. 2). The fasting serum phosphorus 
was 4.43 mg. per cent, and 3.45 tng. per cent 150 minutes 
after the administration of glucose. The fasting serum 
total protein was 6.72 gm. per cent; albumin 4.47 gm.; 
globulin 2.25 gm.; calcium 9.53 mg.; lipoid phosphorus 
9.1 mg.; cholesterol 180 mg. The total fatty acids were 
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11.9 milliequivalents. The fasting blood nonprotein nitro- 
gen was 27 mg. per cent. The whole blood pH after 
alkali by mouth was 7.47 (control 7.47) on May 18 and 
7.50 (control 7.44) on May 21. Partial gastrointestinal 
x-rays revealed no evidence of displacement of the duo- 
denum. A flat abdominal plate showed the presence of 
numerous calcified mesenteric nodes. 

The patient was transferred to the surgical service on 
May 21, 1936. The following day at operation Dr. 
G. Lindskog and Dr. W. German removed from the con- 
nective tissues adjacent to the posterior surface of the head 
of the pancreas a firm, calcified nodule about 12 mm. in 
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FIG. 2. Glucose tolerance curves after administration of 25 gm. of glu- 
cose intravenously. The tolerance is greatly increased, especially in the 
second curve, which represents progression in the patient's illness. 


diameter. In gross appearance this nodule was scarcely dis- 
tinguishable from a calcified lymph node. The operation 
was a long one, in which the entire tail of the pancreas 
was mobilized before the adenoma was found and suc- 
cessfully removed from above through the epiploic fora- 
men. 


Pathological examination* revealed this to be a tumor of 
the islet cells (Fig. 3). The nodule was almost spherical 
and measured 1.5 by 1 cm. It had a thin capsule with 
trabeculae of firm consistence and translucent in appear- 
ance extending inward. Between the trabeculae the par- 
enchyma was gray-yellow and softer than the capsule. 
Microscopic examination showed the fibrous connective 
tissue capsule to be undergoing calcification. The paren- 
chyma presented the characteristic features of pancreatic 
islet tissue. In some places cell boundaries were difficult 
to distinguish and the nuclei varied in size but no mitotic 
figures were distinguished. 

Following the operation the patient suffered from no 
further symptoms. Her fasting blood sugar during the 
week after the operation varied between 85 and 89 mg. 


*The authors are indebted to Dr. Robert Tennant, Jr., of the Department 
of Pathology, for this report. 
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per cent. Repeated examinations during the next 4 months 
showed fasting blood-sugar values which were consistently 
above 80 mg. per cent. When last seen, February 3, 1937, 
the patient had gained weight and felt better than she had 
since childhood. She had been able to get along with her 
husband and children much more easily than at any time 
since marriage. 


EMOTIONAL FACTORS 


The patient was referred for psychiatric study 
because of the apparent role of psychogenic factors 
in precipitating the first three of her major attacks. 
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FIG. 3. Photomicrographs of the pancreatic adenoma. 


She was a timid, tense but outspoken individual 
with apparently no hysterical tendencies. She had 
been brought up by a coarse, blunt, irritable father 
and in her later childhood by a hypochondriacal 
stepmother. She had two capable and outgoing 
brothers, a brilliant half brother and five stepsib- 
lings, two of whom had died of pulmonary tuber- 
culosis. With the exception of occasional nail-bit- 
ing, her early development was normal. She made 
a good adjustment in school and was gainfully em- 
ployed for several years before marriage. At one 
time she worked as a painter of radium watch 
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dials, but never suffered from sore jaw, fractures 
or anemia. After an engagement of eighteen 
months’ duration she married in a somewhat con- 
flicting situation at 19, and afterward often regretted 
it. She was frightened by the first-attempts at inter- 
course and never made a satisfactory sexual ad- 
justment. Nine months after marriage she had her 
first child, which died ten days later of an atresia 
of the esophagus. Two subsequent children were 
healthy and gave her great satisfaction. Her hus- 
band, a rather dull, unintelligent man, was for 
many years jealous of his wife’s friends. This led 
to misunderstanding, and at one time they sep- 
arated for a period of six weeks. During the four 
years before admission, owing to financial reverses, 
it became necessary for them to reduce their scale 
of living from one of moderate comfort to a two- 
room flat in which the parents and children slept 
in the same room. In this setting the more or less 
continual wrangling with her husband continued. 


MENTAL PICTURE DURING ATTACKS 


During her hypoglycemic attacks the mental pic- 
ture was characteristic and consistent. The ma- 
jority of times she would wake up in the morning, 
get out of bed, and attempt to go about her daily 
duties. Her illness would be recognized by her 
children or, her husband because of her inefficient 
and irrational behavior. On one occasion when 
mixing cereal, she was seen to pour the entire con- 
tents of the box into the pot, to which she subse- 
quently added as seasoning a comparable quan- 
tity of salt. At another time she staggered into 
the kitchen, lighted the oilstove, and then started 
to take the hot burners apart. On only one occasion 
did she become irritable and strike anyone—a 
neighbor who had responded to the children’s call 
for help. After all of her seizures she was utterly 
without memory for the event. 

There were a few attacks which did not come on 
before breakfast. The first of these was the one 
on December 4, on which day the patient had 
eaten only a very light breakfast. The attack 
came on about 11 a. m., and persisted until the 
following morning. During the period when the 
high-fat diet was being administered, the attacks 
were also less characteristic in this respect. The 
attack on January 14 occurred in the late after- 
noon; that on January 28 at 2 a. m.; while the 
four consecutive seizures from January 31 to 
February 3 all took place at 10 a. m., after the 
patient had had her breakfast. The only attacks 
which occurred on the high-carbohydrate diet, how- 
ever, were before breakfast (Fig. 4). 

The first attack actually to be observed by us 
occurred on May 2. It was unnoticed when the 


routine daily blood sample was taken at 8.30 a. m., 
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although the nurse present at the time said that 
the patient did not wake up as she usually did. 
After that she was aroused and was offered her 
breakfast, which she groggily refused. At 9.10 she 
was seen by her physician ten minutes after she 
had been given 200 cc. of orange juice. She was 
under the covers of her bed, sweating. Her pulse 
was not elevated. When spoken to she broke into 
tears. She was entirely disoriented as to time, place 
and person, but demonstrated no evidence of hal- 
lucinations or delusions. By 9.20 she had com- 


FIGURE 4. Summary of All Hypoglycemic Attacks 
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May 16 10:00a.m. None 16 None 
May 18 10:00a.m. None 16 None 
May19 9:00a.m. Impending 15 None 
operation 
May 21 10:00a.m. Impending 16 None 
operation 





pletely recovered consciousness but could not recall 
the venepuncture, the refusal of her breakfast, 
the drinking of orange juice or the arrival of the 
physician. 

The second observed attack occurred on May 11 
and was precipitated by starvation. On this day 
her breakfast was withheld and at 9.50 she became 
drowsy and tired. She was immediately seen by 
her physician, who found her lying quietly in bed, 
confused, disoriented as to year, month, date, day 
and hour. Her memory for recent events was 
absent, and there was evidence of retardation of 
thought, especially of the reaction time in answer- 
ing questions. At 10.15 a blood-sugar specimen 
was taken. Her skin was dry. She was seen by 
three physicians who interrogated her at this time, 
and following their interview she became more 
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active and appeared to be recovering spontaneously. 
At 10.40 she became drowsier than formerly, weak, 
pale and limp. She spoke only in response to re- 
peated questioning. She required support in at- 
tempting to walk. Her consciousness was cloud- 
ed almost to the point of coma. Her pulse was 
80, her respirations shallow and slow, while her 
skin was slightly moist over her forehead and hands 
and in her axillae. At this time 200 cc. sweetened 
orange juice was administered and 25 gm. glu- 
cose was given intravenously. Almost immedi- 
ately her eyes opened wide, her respirations became 
deeper, she spoke readily and asked if she had had 
a “spell.” She became oriented, but had a com- 
plete amnesia for the 10.15 venepuncture, the visit 
of the staff physicians and an interval in which 
she had been taken out onto the terrace. She re- 
called having made a telephone call at 9.00, and 
vaguely recalled having seen one of the nurses, who 
had watched her throughout the morning. 

The remainder of the attacks which were ob- 
served were essentially similar to those which have 
been described. All of them were precipitated by 
fasting excepting the one on May 19, which de- 
veloped spontaneously after the administration of 
large quantities of alkali. Throughout all the 
attacks the characteristic features were clouding 
of consciousness with confusion, disorientation, loss 
of recent memory, and following the episodes, al- 
most complete amnesia for the event. There was 
apparently no retrograde amnesia, nor were there 
any hallucinations, outstanding illusions or con- 
vulsions. 

SPECIAL OBSERVATIONS 


Diet. The first therapeutic measure in the treat- 
ment of this patient was the use of sugar to abort 
and prevent the onset of symptoms, and this was 
for a time entirely successful, for there were no 
seizures at all during the period from December 4 
to December 17, 1935, when she was referred to 
the metabolism clinic. At that time she was placed 
on a high-carbohydrate diet (Pzo Fso Cso0), which 
she was instructed to follow at home, and she at- 
tempted to do so until her admission to the medical 
service (Jan. 4). The high-carbohydrate diet was 
prescribed in an attempt to increase the sugar tol- 
erance of the patient and represented an experi- 
mental effort to aggravate her symptoms. During 
this time, however, she was essentially well, except 
for an occasional feeling of thickness in her tongue 
(Fig. 5). 

When she was discharged from the medical serv- 
ice (Jan. 7) she was placed upon a moderate, low- 
carbohydrate diet (Pzo Fizs C125) as a therapeutic 
procedure. She tried conscientiously to follow this 
regime and restrained utterly from the use of sugar 
to abort her attacks. She did not feel well, how- 
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ever, had numerous headaches, spells of dizziness 
and on two occasions frank lapses into a semi- 
conscious state (Jan. 14 and Jan. 28). On Jan- 
uary 31 the diet was made more rigid and the 
quantity of fat was increased (P70 F200 Cioo). Al- 
most immediately the patient became very much 
worse and suffered from severe attacks on each of 
the four following mornings (Figs. 4 and 5). In 
view of the frank failure of this therapeutic attempt, 
a high-carbohydrate diet was again restored to her, 
and she remained essentially free from symptoms 
for a period of two months, at the end of which time 
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FIG. 5. Effect of diet on the development of clouded mental states. 
The ordinate represents the daily consumption of the principal dietary 
constituents in grams. The abscissa represents the passage of time. The 
vertical black lines at the top of the chart indicate the days on which 
“spontaneous” attacks occurred, while the broken ones indicate the days 
on which attacks were induced by fasting. Note the frequency of seizures 
during the period of low-carbohydrate intake. 








she suffered from a severe seizure on the morning 
of her last menstrual day (Apr. 5). Throughout 
her period of observation on the psychiatric service 
she was kept on the same diet (P70 Fiso Caso), 
and there were two spontaneous seizures during 
that time. The occurrence of seizures in relation 
to the type of diet ingested is illustrated in Figure 
5 and in the fifth column of Figure 4. It is ap- 
parent, however, that considering the length of 
time that she was on each of the diets, she did 
exceptionally poorly on the low-carbohydrate, high- 
fat regime. 


Effect of Administration of Acid and of Alkali. 
Following the suggestion derived from Boone’s ob- 
servations, the effect of the oral administration of 
acid and alkaline salts was determined. (For de- 
tails of treatment see page 308.) 

On May 18 the blood pH was determined by the 
DuBois**: *** method, employing the high-resist- 
ance glass electrode. It was found to be pH 7.47. 
The dosage of alkali was then enormously in- 
creased in an attempt to produce a satisfactory 
degree of alkalinity. On the following day a spon- 
taneous attack occurred, and two days later (May 
21) one was induced by the relatively short period 
of fasting incident to obtaining blood specimens. 
On this occasion the pH was 7.50, a moderate but 
definite shift in the direction of alkalinity. Despite 


*We are indebted to Dr. Delafield DuBois for his co-operation in making 
these determinations. 
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this change, however, there was no increased re- 
sistance to the onset of the patient’s characteristic 
symptoms. 


Relation to Emotional Stress. - It was the com- 
mon observation of the patient and her husband 
that emotional disturbances had seemed to precede 
her first four attacks. In the first three there had 
been protracted debates on the subject of inter- 
course at bedtime on the preceding nights. In 
each of these instances the patient had become ex- 
ceedingly irritable, more so than her husband was 
accustomed to observe even at the onset of her 
menses. In the case of the fourth seizure, which 
occurred during a luncheon party, there had been 
considerable altercation over the desirability of en- 
tertaining at all. This apparently close association 
with emotional outbursts was not observed in any 
of the subsequent attacks either at home or in the 
hospital. The dates on which emotional tension 
in relation to the seizures was observed are shown 
in Figure 4. 


DISCUSSION 


Despite the observations of Sweeney,’* Lennox,’® 
Waters,’® Weil,** Clark and Green’® and John,”® 
the use of a low-carbohydrate, high-fat diet ob- 
viously increased the frequency of symptoms in 
this patient. Berry*® has suggested that the re- 
sponse to dietary treatment may be of differentiai 
diagnostic value in distinguishing functional hyper- 
insulinism from the type secondary to pancreatic 
adenoma. In the functional group, physiologic 
laws may be expected to hold and the rational 
low-carbohydrate, high-fat diet to be of value in 
decreasing sugar tolerance. ‘The secretion of a 
detached adenoma, on the other hand, may be less 
subject to nervous and hormonal influences. Berry’s 
opinion is based on the report of a case of hyperinsu- 
linism of rather severe degree in which there was 
no adenoma but in which there was marked reliet 
following subtotal pancreatectomy. The progres- 
sive course of the illness in the present patient, 
with a period of aggravation during the interval 
of low-carbohydrate therapy, would tend to con- 
firm his concept. Conn” has recently advocated 
the use of a high-protein diet, basing his rationale 
on the hypothesis that approximately 50 per cent of 
protein is consumed as carbohydrate and that the 
feeding of protein does not increase the tolerance 
to sugar. 

In the study of the effect of acid and alkaline 
salts on the susceptibility to the development of 
symptoms it was impossible to follow Boone’s” 
technic. His patient could withstand fasting for 
several hours on numerous occasions, but would 
consistently suffer from lapses of consciousness if 
ammonium chloride had been administered. Our 
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patient, however, would suffer from symptoms on 
every occasion when food was withheld. The data 
presented here are adequate evidence that the 
ingestion of a large amount of alkali exerts no 
protective influence in raising the threshold to the 
development of symptoms. Our patient’s thresh- 
old was too low for an adequate study of influ- 
ences, such as acidity, which might tend to lower it 
even further. 

It seems unlikely that there was any direct rela- 
tion between emotional factors and the onset of 
seizures. The data are presented, however, because 
of the possibility that emotional hyperglycemia at 
bedtime may have been followed by compensatory 
low blood-sugar levels on succeeding mornings. 
The unraveling of this relation is further comph- 
cated by the fact that the first three of the patient's 
attacks occurred on the first morning of her men- 
strual period. Her emotional tension may, there- 
fore, merely represent the symptomatology of pre- 
menstrual tension, or the relation between the 
menstrual periods and the symptoms may have 
been a direct one. No further conclusions can be 
reached on this point, however, as no observed 
attack was associated with either emotional stress 
or a menstrual period. The dates of the seizures 
which were related to emotional tension and to 
menstrual periods are shown in Figure 4. 


SUMMARY 

1. In a case presenting symptoms of hyperinsu- 
linism, which were shown subsequently to be sec- 
ondary to an islet cell adenoma of the pancreas, 
observations were made with reference to the effect 
of emotional factors, of changes in diet, and of the 
administration of acid and alkali on the threshold 
for the appearance of symptoms. 

2. The patient was found to respond favorably 
to a high-carbohydrate, low-fat diet and to respond 
poorly to a low-carbohydrate regime. 

3. The threshold for the development of symp- 
toms was not appreciably affected by the adminis- 
tration of large amounts of alkali or acid. 

4. No direct relation between emotional tension 
and the onset of symptoms was definitely estab- 
lished. 

5. The adenoma was unusual in that it was 
calcified and was found outside of the gland in the 
tissues surrounding the pancreas. 


We are indebted to our colleagues of the medical service 
of the New Haven Hospital and the Yale University School 
of Medicine for the opportunity to study this patient. 
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SOME PROPOSED CHANGES IN THE MEDICAL PRACTICE 
ACT OF MASSACHUSETTS 


STEPHEN RusHMmore, M.D.* 


BOSTON 


T is a natural reaction,—at least in this coun- 

try,—if one finds in the activity of another per- 
son something which offends one’s sense of the 
fitness of things, to declare that “there ought to be 
a law about it,” and in the course of a year there 
come to the office of the Board of Registration in 
Medicine many suggestions and some demands 
that the medical practice act of Massachusetts be 
changed. From among the changes proposed, the 
following ones have been selected for brief com- 
ment. The list might be twice as long, and some 
highly important modifications may have been 
omitted. 

The purpose of the listing and comment is not 
to indicate that the Board or any one of its mem- 
bers favors all or any of the changes,—advocacy 
or opposition may be more fitting on another oc- 
casion,—but to stimulate interest in a phase of the 
responsibility of the physician to which he rarely 
directs his attention. The medical profession has 
considerable power of resistance, as shown on nu- 
merous occasions, but it has shown little power of 
initiative. What, if anything, should be done about 
changing the law ought to be determined only 
after full discussion, and after a serious effort has 
been made to think through the possible conse- 
quences of a proposed change. If any of the topics 
given below prove to be of sufficient interest, more 
detailed discussion may be presented subsequently. 


The difficulty of arousing the interest of the med- 
ical profession and of informing its members is 


*Secretary, Massachusetts Board of Registration in Medicine. 


recognized as existing, but it is not an insuperable 
obstacle. Yet in the case of the recently defeated 
bill providing for annual re-registration of physi- 
cians, although for two years there had been hear- 
ings before legislative committees and repeated 
discussions, the president of the Massachusetts 
Medical Society asked for postponement of action 
by the legislature for the reason that so many 
members of the society were uninformed as to the 
meaning of the bill. 

The proposed changes are as follows: 

(1) The conditions for eligibility for member- 
ship of the Board of Registration in Medicine 
should be changed. 

(2) There should be a statutory definition of 
the practice of medicine. 


(3) There should be some provision for the 
investigation of complaints concerning violation of 
the medical practice act by unlicensed persons. 


(4) After failure, the taking of board examina- 
tions without additional preparation should be 
limited. 


(5) Some sort of comprehensive practical ex- 
amination should be required. 

(6) An internship should be an additional re- 
quirement as a qualification for admission to 
examination. 

(7) There should be some arrangement for regis- 
tration by “reciprocity” or by endorsement of cre- 
dentials. 

(8) Provision should be made for a temporary 
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license, good until the next regular examination 
by the Board. 

(9) There should be specific requirement of 
registration of physicians who hold themselves out 
as pathologists. 

(10) There should be more specific control over 
the practice of physiotherapy. 

(11) The restrictions concerning operations on 
the jaw by surgeons, as provided by the dental 
law, should be removed. 

(12) All abortions should be made reportable. 

(13) There should be provision for the disposi- 
tion of the certificate of registration of a deceased 
physician. 

(14) There should be created a Board of the 
Healing Arts, controlling all branches of the 
healing art. 


Brief consideration of each of these changes is 
given in the following paragraphs. 

(1) The statute governing the conditions for 
eligibility for membership on the Board of Regis- 
tration in Medicine now reads as follows: “GENERAL 
Laws, Chapter 13, Section 10. There shall be a 
board of registration in medicine, in the two fol- 
lowing sections called the board, consisting of 
seven persons, residents of the commonwealth, 
registered as qualified physicians under section two 
of chapter one hundred and twelve, or correspond- 
ing provisions of earlier laws, who shall have been 
for ten years actively engaged in the practice of 
their profession. No member of said board shall 
belong to the faculty of any medical college or 
university, and no more than three members 
thereof shall at one time be members of any one 
chartered state medical society. One member 
thereof shall annually in June be appointed by the 
governor, with the advice and consent of the 
council, for seven years from July first following.” 

There are two significant restrictions: not more 
than three members of the Board shall be mem- 
bers of one chartered state medical society, and 
no member of the Board shall belong to the facul- 
ty of any medical college or university. 

The first restriction has come down from a time 
when there were several active state medical so- 
cieties, between which there was not only rivalry 
but bitter animosity. There were at that time the 
society of “regular” physicians, the society of 
homeopathic physicians and the society of eclectic 
physicians. The society of eclectic physicians has 
almost if not quite disappeared, although an effort 
was made recently to revive it. Since members 
of the homeopathic group have become eligible 
for membership in the Massachusetts Medical So- 
ciety, many have joined that organization, and the 
homeopathic society is becoming relatively less im- 
portant in the profession. Since the original statute 
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was enacted, osteopathic physicians have been rec- 
ognized as “duly qualified” and the osteopathic 
group consists of about 500 members—the largest 
society outside of the Massachusetts Medical So- 
ciety. 

There seems to be no good reason why mem- 
bership in a chartered state medical society should 
constitute grounds for or against eligibility for 
appointment to the Board; this is only a remnant 
of partisanship which many physicians would like 
to see disappear. Perhaps we have reached the 
stage where it can be eliminated. Individual 
qualifications, such as experience, honesty, integrity, 
strength of character and judicial temperament, 
should be the determining factors. 


The second restriction concerns the holding of 
a teaching position while a member of the Board. 
This also is a remnant of partisanship, and in- 
volves something of a contradiction when other 
provisions of the law are considered. Teachers are 
excluded, yet in the past the examination has been 
the chief test of fitness to practice. Why exclude 
those persons most likely to know how to give an 
examination that will be a test of fitness? 

(2) One would expect to find a definition of the 
practice of medicine in every medical practice act. 
Certain persons are registered as duly qualified to 
do a certain thing. Persons not registered are 
forbidden to do this thing. Yet the statute does 
not set forth what this thing is. Does not every 
physician have the right to demand of the statute 
that it specify what it is that he is permitted to 
do? Does not every citizen have the right to de- 
mand that the state protect him by specifying what 
the duly licensed person may legally do and what 
the unlicensed person shall not do? Yet the Massa- 
chusetts statute throws no light on this important 
matter. It has been claimed by some persons 
that it is impossible to define the practice of medi- 
cine in a satisfactory manner; but it ought not to 
be impossible, and the mere difficulty or alleged 
difficulty should prove a challenge. 

(3) The statute makes the following provisions 
for dealing with violations of the medical prac- 
tice act; “GeneraL Laws, Chapter 112, Section 
5. Investigation oF Comptiaints: The board 
shall investigate all complaints of the violation of 
any provisions of sections two to twelve A, inclu- 
sive, or of section sixty-five so far as it relates to 
medicine, and report the same to the proper prose- 
cuting officers.” No provision is made for means 
of investigation. 

The medical profession recently opposed a pro- 
posal made by the Board that would have tended 
to remedy this defect in the law. If the profes- 
sion is opposed to the investigation of alleged vio- 
lations, its members should say so. If they can 
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think of a better way of dealing with the situation 
than that suggested by the Board, they should 
embody their solution in a definite, specific, con- 
crete bill and advocate its passage by the legisla- 
ture. 

(4) Under the present system, candidates who 
fail in an examination may repeat it an indefinite 
number of times without further study or prepara- 
tion. The limitations are only the ability of the 
candidate to pay the required fees and his endur- 
ance. Some candidates have taken the examina- 
tion over twenty times. It has been suggested that 
provision should be made to require further study 
after three or some other low number of failures. 


(5) The National Board of Medical Examiners 
requires a “practical” examination. Some have 
regarded this as the only fair test of a candi- 
date’s competence to practice medicine. In Mas- 
sachusetts no such practical examination has 
been given in recent years, as the necessary ex- 
penditures have not been authorized. There is a 
question as to whether such an examination should 
be a part of the procedure of a state board, as the 
tendency has been and still is to throw back on the 
medical school as much as possible of the testing of 
technical skill and proficiency. To be sure, a com- 
prehensive practical examination may be given 
under the present statute, but no provision is made 
for the expense, so that if the practical examina- 
tion is made compulsory, financial support for it 
must be provided. 

(6) At the present time nearly all the gradu- 
ates in medicine each year secure internships. 
Therefore it has been suggested that such experi- 
ence be required by statute before admission to 
the examination for registration. It is so required 
in a number of states. There is a possibility that 
such a requirement would improve the quality of 
the internship and thus provide a better prepara- 
tion for practice. 

(7) There now exists no reciprocity between 
Massachusetts and other states in the matter of 
recognizing in any respect the licensing procedure. 
One reason for this is that reciprocity can exist 
only if statutory provision is made for it, and the 
Massachusetts statute contains no reference to this 
subject. But another reason why in the past even 
a provision in the law would have failed to create 
reciprocal relations is that the standards for ad- 
mission to practice in Massachusetts have been so 
low that no other state would have regarded them 
as nearly equivalent to its own. 

The term “reciprocity” is, however, obsolescent, 
and what is taking its place is “registration by en- 
dorsement of credentials,” which amounts merely 
to accepting the examination of one state as equiv- 
alent to the examination of the endorsing state. 
The Board may now accept the examination of the 
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National Board of Medical Examiners in place of 
its own, and this privilege should be extended. 


(8) In some states, provision is made for a 
temporary license for physicians whose paper qual- 
ifications seem excellent and who, because of some 
special conditions, reasonably desire to enter prac- 
tice in Massachusetts before the next regular ex- 
amination set by the Board. The situation can now 
be dealt with by a special examination, but the 
Board has in general reserved it for “honorary” pur- 
poses, as in the case of a highly qualified physi- 
cian from another state who comes to Massa- 
chusetts to occupy some important institutional 
position. To deal with a situation involving less 
distinguished persons in times of semiemergency, 
which occasionally arise, the temporary license has 
been suggested. 


(9) Sometimes a pathologist claims that he is 
not practicing medicine because he limits his work 
to making postmortem examinations and diag- 
noses. How many pathologists so limit their work? 
If the pathologist makes a diagnosis on the basis 
of which the physician who has direct care of the 
patient may modify his treatment of the patient, 
he is acting as a consultant and is practicing med- 
icine. If the pathologist appears in court and is 
not licensed, his standing may be seriously affected. 
There are those who favor the specific designation 
of pathologists as requiring registration, but an- 
other view is that a definition of the practice of 
medicine would be sufficient to clarify this situa- 
tion. 

(10) The development of physiotherapy has 
reached such a stage that many physicians feel 
that its practitioners should be controlled by li- 
cense and prohibition as to unlicensed persons. In 
fact the only point in physiotherapy would seem 
to be some diseased condition which needs treat- 
ment, and therefore it should be practiced only 
under the supervision of a physician. Few phy- 
sicians, however, are sufficiently well informed 
technically to give intelligent supervision, and at 
the present time there is a considerable practice 
of medicine carried on by unlicensed persons. No 
completely satisfactory solution has been worked 
out. 

(11) There is a little-known provision of 
the dental law which forbids a general surgeon 
to operate on the jaw of a patient. The statute 
reads in part as follows: “Genera Laws, Chap- 
ter 112, Section 50. Any person . who 
. performs any operation . . . on the 
human teeth or jaws . . . shall be deemed to 
be practicing dentistry within the meaning of sec- 
tions forty-three to fifty-three, inclusive, and sec- 
tion sixty-five.” “Chapter 112, Section 52. Any 
person . . . who, except as permitted in the fol- 
lowing section, directly or indirectly practices den- 
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tistry or dental hygiene without being registered 
under sections forty-five to fifty-one . . . shall 
be . . . punished by a fine of not more than 
two hundred dollars or by imprisonment for three 
months, or both. ” “Chapter 112, Section 53. 
Nothing in sections forty-three to fifty-two, inclu- 
sive, shall apply to treatment by a registered phy- 
sician not practicing dentistry, in cases where he 
deems immediate treatment necessary for the re- 
lief of his patients. tg 

The practice of dentistry is defined. Only per- 
sons registered as dentists may so practice. Phy- 
sicians, except in emergency, are not exempt. By 
no possible stretching of the statute may a sur- 
geon plan two weeks in advance to resect the su- 
perior maxilla for malignant disease. It has been 
suggested that the statute be made to conform to 
the facts of medical practice, as accepted by both 
dentists and physicians. 

(12) At the present time there exists a con- 
spiracy of silence about abortions, and two domi- 
nant views are prevalent. The first is that, human 
nature being what it is, the abortionist is a social 
necessity. The second is that the abortionist, with 
certain qualifications, is a criminal. In any case 
the abortionist flourishes, and each year many 
women lose their lives from criminal abortion. 

Since the performance of an abortion is a viola- 
tion of the law, in fact a felony, every conscientious 
citizen should report such crime to the proper 
authorities, if he has knowledge of it. Few per- 
sons actually do so, and it is only when the woman 
has died that the police are informed that a crime 
is suspected. It has been objected that for a physi- 
cian or hospital to report a suspected criminal 
abortion to the police might expose the reporter to 
the charge of revealing a privileged communica- 
tion, if the woman lived and chose to bring suit. 

A remedy for the present deplorable situation, 
whereby it is almost impossible to secure informa- 
tion leading to the detection of the criminal abor- 
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tionist, has been suggested. It is to make every 
abortion reportable to the police and subject to 
investigation. Every gunshot wound, if treated by 
a physician, must be reported; why not every 
abortion? Of course, an abortion may be spon- 
taneous and bullet wounds do not naturally fall 
into this category. But whether statutory report- 
ing is or is not provided, some solution better than 
our practice of today is demanded. 

(13) In case a physician dies, the certificate of 
registration should be revoked and destroyed, or 
marked “canceled” and restored to the family, if 
desired. 

(14) There is a growing sentiment, possibly not 
shared by the various subsidiary practitioners of 
the healing art, in favor of bringing all branches 
of the healing art under one Board of the Healing 
Arts. This is regarded as in the interest of the 
public welfare. An opposing tendency, which is 
to be noted in the various groups, is to make the 
control of registration of each group completely 
independent of all the other groups. The chiropo- 
dists recently sought and gained their own board. 
The osteopathic physicians sought but did not 
secure similar legislation for themselves. The chiet 
tendency is generally regarded as being for the 
promotion of the welfare of the group registered 
and not for the increased protection of the public, 
which is the prime object of registration. 

To summarize, fourteen suggestions for change 
of the medical practice act of Massachusetts are 
listed. Some concern important ideas, and others 
merely facilitate administration. In general they 
represent discrepancies between the statute and 
fairly widespread opinion as to significant ele- 
ments in the regulation of the practice of medi- 
cine. It is hoped that, after adequate discussion, 
the opinion of the medical profession can be for- 
mulated in such a way that it will be of assistance 
to the lawmakers of the Commonwealth. 


520 Commonwealth Avenue. 
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HYPERTROPHIC ARTHRITIS OF THE SPINE 
Joun G. Kunns, M.D.* 


BOSTON 


YPERTROPHIC arthritis of the spine is an 

almost universal roentgenologic finding in 
individuals of the heavy type over 50 years of age.’ 
The spine is the site of predilection, but usually 
many joints in other parts of the body are also in- 
volved. In most instances there are no symptoms. 
In the records of the Robert B. Brigham Hospital 
this diagnosis has been made in 529 cases. The spine 
was the cause of symptoms in 293 patients. The pa- 
tients complained of other joints less frequently; 
the knee, hand, foot, shoulder, hip and elbow, in 
that order. The greater frequency of spinal in- 
volvement has been looked upon as the result of 
the peculiar structure and function of the spine,” 
which make it more susceptible to trauma. 


The usual changes which take place in hyper- 
trophic arthritis are osteocartilaginous prolifera- 
tions about the margins of the vertebrae.’ Fibrilla- 
tion and irregularity of the articular cartilages do 
occur, but do not usually progress so rapidly as in 
the knee or hip. Occasionally from atrophy or 
other weakening of the fibrocartilage and fibrous 
tissue of the intervertebral ligaments and fibrous 
tissue of the disk, a complete or partial rupture of 
the nucleus pulposus takes place without apparent 
precipitating trauma.’* It was observed once in 
this group of cases. With about equal frequency 
a collapse of one or more vertebrae is observed. 
This was seen in 2 patients, 1 not included in this 
series, without antecedent injury; both have been 
followed for sufficiently long periods of time to 
exclude neoplastic metastases. In 3 other pa- 
tients no decrease in the height of the vertebral 
body was observed, but an increase in osseous 
density was seen in roentgenograms. The mech- 
anism of vertebral collapse in hypertrophic ar- 
thritis is not clear. The likeliest cause is that ad- 
vanced by Knaggs°® for decrease in height in the 
long bones: cysts develop as degenerative changes 
beneath the cartilage; these, as they progress, so 
weaken the trabecular support that compression of 
the osseous tissue occurs. 

Ankylosis of the spine never occurs in this disease 
primarily, although motion may be almost entirely 
prevented by the osseous overgrowth (Fig. 1). 
Ankylosis of the sacroiliac joints is not uncommon.” 
A combination of atrophic arthritis and hypertroph- 
ic arthritis in the same spine has been seen, with 
ligamentous calcification and fusion of the spinal 


From the Robert B. Brigham Hospital, Boston. 
*Chief of staff, Robert B. Brigham Hospital. 


articulations in addition to the changes mentioned. 
There is a tendency for the overgrowth of bone 
and cartilage, the so-called spurs, to increase with 
age; no one has observed any decrease in their size. 
While they are found most frequently at the liga- 
mentous attachments about the margins of the ver- 
tebral body, they also occur on the transverse and 
spinous processes and about the interarticular and 




















FIG. 1. 


Hypertrophic arthritis in a man of 70. 
almost entirely by the overgrowth about the margins of the lumbar ver- 
tebrae. 


Motion is prevented 


costovertebral articulations. Muscular atrophy may 
develop, and is dependent upon the amount of 
limitation of spinal movement. Spinal deformity 
of any great degree, similar to the forward bowing 
and rigidity seen in atrophic arthritis of the spine 
(Striimpell-Marie type), is not commonly ob- 
served. But a rounded bowing of the upper dorsal 
spine is often found (Fig. 2). A lateral rotation of 
the head, wry neck, presumably from greater limi- 
tation of motion on one side, is occasionally seen. 
We do not know all of the causes of hypertroph- 
ic arthritis, but we do know that chronic strain 
and excessive use play a very important part in its 
development.’ This disease has been looked upon 
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merely as a rapid aging or wearing out of the 
joint.® The pathological studies do not suggest a 
primarily inflammatory process. The experimental 
production of similar lesions in the joints of ani- 
mals would lead one to believe that faulty use and 
strain were the chief initial factors. The occa- 
sional experimental production of osseous over- 
growth by slowing the venous return has not been 
considered of great importance for the develop- 
ment of the disease.” 

Age plays a part, but probably only as it is the 

















a. Hypertrophic arthritis, with very little 
spinal motion, in a man of 50. There is 
a marked rounding of the upper dorsal 
spine. The cervical curve is greatly in- 
creased. 
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tal there have always been about twice as many 
women as men admitted for the treatment of all 
types of chronic arthritis. In women particularly, 
a relation between hypertrophic arthritis and dys- 
function in certain ductless glands has been sug- 
gested. The effect of such dysfunction is difficult 
to measure.’* Seventeen per cent of this group of 
patients had basal metabolic rates lower than the 
calculated normal. 

What part infection takes in the development of 
hypertrophic arthritis is also not clearly under- 








b. Roentgenogram of the dorsal and cervical spine of the 
same patient. 


FIGURE 2 


expression of long usage, overwork, or the long 
continuance of faulty posture with its accompany- 
ing abnormal joint function and strain. In this 
group the average age was 53. There were I1 
patients between 30 and 40, and 1 between 20 and 
30. 

In young people certain occupations seem to 
bring on the pathologic changes more rapidly, par- 
ticularly those which require muscular exertion 
with the spine used at the extreme of its motion 
for long periods of time. In a young woman of 28, 
a professional dancer, an extensive hypertrophic 
arthritis of the lumbar spine was observed. 

Sex seems to play no definite role. In this group 
there were 99 men and 195 women. But in the 
total admissions ‘to the Robert B. Brigham Hospi- 


stood; it is believed that bacterial infection is not 
essential. Foci of infection were frequently found 
in these patients, but the removal of the infection 
was attended with little if any change in the sub- 
jective or objective symptoms.’* Incidental infec- 
tions, for example, colds, frequently led to a 
marked temporary increase in symptoms. This 
was manifested chiefly by an increase in pain and 
by greater limitation of motion in the spine. This 
exacerbation of the symptoms subsided with the 
disappearance of the intercurrent infection. 
Improper diet’* and faulty intestinal elimina- 
tion** have also been mentioned as possible etio- 
logic factors. They were found in varying degree 
in almost every patient, and their effect upon the 
hypertrophic arthritis could rarely be established. 








tt 





Vol. 217 No. 8 


Among the patients in this group the disease 
seemed to be chiefly a degenerative process, result- 
ing from excessive use and strain, which was ac- 
celerated or made temporarily worse in certain indi- 
viduals by a great many things which affected 
either the back or the general health. 

In most instances the vertebral changes in hyper- 
trophic arthritis lead to no definite symptoms and 
are simply incidental roentgenologic findings. 
There is, of course, a slight, usually increasing 
limitation of spinal motion of which the patient is 
not aware but to which he has unconsciously 
adapted his activities. When symptoms occur they 
usually follow overuse or sudden trauma.’ This is 
because motion is often much restricted from the 
bony overgrowth, and because the supporting liga- 
ments are readily distracted or pulled loose from 
their bony attachment by a forceful movement or 
a sudden jar. The pain which follows may arise 
from two sources. There may be pain referred 
from the sensory endings in the torn ligaments;*° 
this may be felt locally, or it may be referred to 
cutaneous areas of the same spinal segment. With 
the sprain and the injury of the tissues about the 
spinal joints, irritation of the spinal nerve roots 
may occur; most observers believe that this is due 
to swelling of tissues in the neural foramen, where 
the nerve can be easily compressed."® The irrita- 
tion of the spinal nerves may lead to bizarre symp- 
toms,*’ or to muscular weakness and slowly pro- 
gressing muscular atrophy in the arm or leg.'* 


The diagnoses are often incorrectly made, as 
Gunther"® and others”® have shown. In our group 
of 294 patients, a wrong interpretation of the 
symptoms was originally made in more than 
half. The extensiveness of the changes about 
the vertebrae shown in roentgenograms was no 
index of the severity of the symptoms.” Roent- 
genograms do not show the neural foramina well, 
or the compression of the soft tissues in or about 
them. In hypertrophic arthritis of the upper cer- 
vical spine, headache or noises in the head were 
the commonest complaints. Where the lower cer- 
vical spine was affected, pain over the shoulders, 
or pain and sensory disturbances referred to the 
arm, or hand, were usually found. With hyper- 
trophic arthritis of the dorsal spine, pain referred 
to the thoracic or abdominal viscera was the rule. 
In many of these patients one could not be immedi- 
ately certain that no other pathologic lesion was 
causing symptoms. A careful physical examina- 
tion usually excluded most other possible causes. 
Probably the most difficult to exclude because of 
the similarity of symptoms was a neoplasm of the 
spinal cord or a metastatic neoplasm of the verte- 
brae. In 6 of this group a neoplasm was sus- 
pected; in 3 a metastatic carcinoma was found in 
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subsequent roentgenograms. The arthritis usually 
responds quickly to complete rest; if there was no 
abatement in symptoms after rest of the spine 
for several weeks, the presence of other lesions 
was sought (Fig. 3.) Degenerative lesions of the 











FIG. 3. Roentgenogram of a woman of 60. There are extensive hyper- 
trophic arthritis and a collapse of the sixth dorsal vertebra from carcinoma- 
tous metastases. 
kidneys and of the cardiovascular system were 
often found, but these rarely led to symptoms 
which could be confused with those of hyper- 
trophic arthritis. 

A great many things, have been tried for the 
relief of pain; any comprehensive treatment must 
be directed to the arrest of the disease by sys- 
temic measures and to the relief of the local symp- 
toms. Relief was obtained most quickly by com- 
plete rest of the back in a plaster shell or on a 
firm bed. Intermittent heat upon the involved 
area of the back has lessened muscular spasm and 
has added greatly to the patient’s comfort. Where 
the cervical spine is involved, constant slight trac- 
tion through a sling on the chin and occiput has 
been helpful in immobilizing the neck and has 
brought a more rapid subsidence of pain and mus- 
cular spasm. No relief has been observed follow- 
ing forceful stretching of the spine for short 
periods of time. In patients with more persistent 
pain, complete immobilization of the spine in a 
plaster jacket with the lumbar spine flat and the 
dorsal spine in full hyperextension has been a 
helpful measure. Immobilization of the cervical 
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spine has been obtained by a felt or a plaster collar, 
with nearly complete obliteration of the cervical 
lordosis. We have found manipulation of the 
spine to be a harmful procedure. Any temporary 
relief that results from passive forceful movement 
of the spine, has, we believe, produced an over- 
stretching of the protective muscles and ligaments. 
Manipulation has led to greater osseous prolifera- 
tion about the vertebrae and to increased stiffness. 

While no change will be found in the osseous 
proliferation about the vertebrae in roentgeno- 
grams after prolonged rest, the symptoms will 
abate or disappear entirely, apparently from a de- 
crease in the swelling of the soft tissues about the 
spinal joints and from relief of the strain upon 
ligamentous structures. If pain is not much de- 
creased after two weeks of complete rest, a repeated 
search for other causes of the pain should be made. 
If none are found, in all but the extremely rare 
case the symptoms will respond slowly to a con- 
tinuance of treatment. In rare instances osteo- 
cartilaginous overgrowth will be so extensive that 
symptoms can be relieved only by removing the 
bony pressure upon the spinal cord or spinal nerve 
roots in the neural foramina. Laminectomy or re- 
moval of the spinal articular facets,” depending 
upon the area pressed upon, is indicated for this 
condition. A removal of the articular facets about 
a fifth lumbar nerve root was performed in 1 pa- 
tient with partial relief of symptoms. One lami- 
nectomy was performed by the neurologic service 
of another hospital, with no relief. 

Most of these patients, but not all, can be rehabili- 
tated. Since hypertrophic arthritis is commonly 
found in the older age groups, pathologic changes 
and disabilities which are incident to advancing 
age and which prevent the individual from work- 
ing will often be found. In this group of 294 
patients, 70 per cent are doing their usual work, 18 
per cent are unable to do it because of the arthritis 
or from other causes; 12 per cent have died. The 
aim of treatment should be rehabilitation with no 
recurrence of symptoms. In the aged, comfort is 
often the only result that can be secured. Probably 
the most important single measure in the pre- 
vention of a recurrence of symptoms is the avoid- 
ance of strain. This can be accomplished only by 
correcting the body mechanics.** The lumbar lor- 
dosis, the forward bowing of the dorsal spine and 
the forward position of the head should first be 
lessened. Proper carriage of the body is developed 
slowly, and training should be continued long 
after symptoms have subsided. A support ‘to the 
spine, for example, a back brace or a collar for the 
cervical spine, is often necessary. Such supports 
must be fitted to hold the spine in a nonstraining 
position or they will be useless. Where the arthri- 
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tis is very extensive spinal supports may be neces- 
sary throughout life in order to prevent a return 
of symptoms. 


Other measures which have been helpful have 
been dietary correction, improvement in elimina- 
tion through the bowel and skin, and occasionally 
endocrine therapy. Dietary regulation is of great 
help in many of these patients because of the 
frequency of obesity, an added factor in causing 
strain. There is no definite proof that improved 
elimination has any effect upon the arthritis, but 
long clinical observation has suggested that these 
are useful measures. General improvement rather 
than a local effect has been observed following the 
use of thyroid extract. Ovarian substances have 
been used for too short a time to permit any eval- 
uation concerning them. Vaccines, so far as 
can be determined, have had no definite effect. 
Rest, heat and support have been the most effective 
local measures. Attempts have been made to cor- 
rect the spinal deformities by nontraumatic meas- 
ures. With the disappearance of muscular spasm, 
exercises have also been given to correct deformity 
and to develop better muscular balance and align- 
ment of the spine, which are necessary if further 
symptoms and progression of the disease are to be 
prevented. 


SUMMARY 


While hypertrophic arthritis of the spine occurs 
most commonly in older age groups, it does occur 
in the young where the back is used for prolonged 
periods at the extreme of its motion. Rupture of 
the nucleus pulposus and vertebral collapse are 
occasionally seen without antecedent trauma. The 
disease is usually symptomless until activated by 
trauma. Symptoms are often falsely diagnosed 
since pain radiates along spinal segments and is 
referred to cutaneous areas. Relief of symptoms 
and the prevention of further disability are best 
secured by prolonged rest of the back, followed by 
support and by improvement in the mechanical 
alignment of the spine. 

372 Marlborough Street. 
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FEDERAL COURTS FINE SEVENTEEN SHIPPERS 
OF MEDICINALS 


Terminations of criminal actions under the Federal 
Food and Drugs Act reported during the past month in- 
cluded seventeen against medicine manufacturers who 
shipped misbranded and adulterated preparations in inter- 
state commerce. 


The largest fine was paid by Fred W. Clements and the 
International Laboratories, Inc., Rochester, N. Y., ship- 
pers of “Moone’s Emerald Oil.” Clements, president of 
the firm, had pleaded not guilty to the government's 
charge that the oil, a green-colored mixture of mineral oil 
with camphor, wintergreen and carbolic acid, was neither 
germicidal nor a treatment for the disease conditions 
named in its labeling. The jury returned a verdict of 
guilty, and the court imposed fines totaling $2,000, of 
which $1,000 was suspended, and the balance paid. 

“Moone’s Emerald Oil,” shipments of which were seized 
on request of the Federal Food and Drug Administration 
in June, 1935, was offered as a treatment for varicose 
veins, varicose ulcers, toe itch, acne, pimples, and as ef- 
fective in promoting the formation of new healthy skin, 
in the treatment of chronic and incurable diseases, and 
in the treatment of lameness, stiff joints and other muscle, 
joint and nerve conditions. The government's allegation 
that the product was worthless in those conditions was up- 
held by the jury finding of guilt. 

Other medicine cases terminated last month involved 
the Chemical Products Co., Ellsworth, Minn., shippers of 
“Sixty Minute Worm Expeller,” a mixture of ground 
areca nut and charcoal, falsely offered as a worm expeller 
for dogs, cats and foxes, fine $10, suspended by the court. 

Ampere Products Co., West Orange, N. J., and Raoul 
H. Schille, general manager of the company, because 


“Apco No. 35 Pyorrhea Specific” was found to have no 
value in the treatment of pyorrhea, and to be not of the 
bactericidal strength claimed for it, paid fines totaling 
$25, and additional fines of $300 were suspended by the 
court. 

Vitamin Products Research Foundation, Chicago, 
manufacturer of*“Geba” tablets containing ground wheat 
material with sugars, compounds of calcium and magne- 
sium, phosphates and carbonates, labeled with false claims 
of vitamin content and benefit in the treatment of vitamin- 
deficiency diseases, was fined $25 and costs. 

G. Sallusto Co., Brooklyn, N. Y., the maker of “Anti- 
septol,” a mixture of boric acid, zinc sulfate and men- 
thol, labeled in Italian as an antiseptic and as a treatment 
for women’s ailments, paid a fine of $50. 

Albert T. Peters and Paul S. Casey, trading as Vita- 
mineral Products Co., Peoria, Ill., and manufacturers of 
“Astringent Tablets,” worthless tablets consisting of 89 
per cent table salt with a green dye, offered as an intes- 
tinal antiseptic for the treatment of coccidiosis, diarrhea, 
dysentery, fowl typhoid, fowl cholera and other intestinal 
diseases of poultry, were fined $50 and costs. 

Interstate Medical Co., Kingsley, Iowa, distributors of 
“Tonic Wormite,” consisting of Epsom salt, ground 
wheat, areca nut, ground linseed and small amounts of 
American wormseed, soda, salt and charcoal, for worms in 
pigs and poultry, was fined $100 and costs; and H. C. 
Roberts Co., Sioux City, lowa, manufacturers of “Essen- 
tial Food Minerals,” consisting of 97 per cent lactose and 
small proportions of salts and plant material, falsely rep- 
resented as a source of vitamins and as a treatment for 
vitamin deficiency disease, paid a fine of $100 and costs. 

The remaining drug cases involved shippers of phar- 
maceuticals that departed from the established standards. 
—U. S. Department of Agriculture. 
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CASE 23331 
PRESENTATION OF CASE 


A forty-year-old native housewife was admitted 
complaining of weakness and hiccough. 

The patient had been well until about two 
months before entry, when she had an attack of 
“grippe.” She was not confined to bed but had 
fever and malaise for about four days. No other 
data were elicited. Following this illness she im- 
proved gradually, but about two weeks after the 
onset she noted swelling of her ankles. Believing 
she had “kidney trouble” she adopted a milk diet, 
which afforded no improvement. After several 
weeks she was compelled to go to bed because of 
progressive weakness. A physician was called and 
informed the patient that she was anemic. Iron 
medication was prescribed, and a short time later 
another physician gave her several liver injec- 
tions. Subsequently there was no improvement. 
She developed marked anorexia and constipation, 
and for two days prior to entry was disturbed by 
intermittent hiccough. There were no other symp- 
toms of significance. 

The past history was noncontributory. 

Physical examination showed a fairly well-de- 
veloped, emaciated, listless, middle-aged woman, 
who appeared to be markedly dehydrated and 
hyperpneic. There was moderate pallor of the 
palms of the hands and the conjunctivae. The 
fundi were negative. The heart was not enlarged, 
but there was a loud, blowing systolic murmur 
audible over the precordium, most pronounced in 
the mitral and pulmonic areas. The blood pres- 
sure was 150/80. The lungs were clear. The ab- 
domen was symmetrically distended and tympani- 
tic, and a small intestinal pattern was visible. 
Doughy resistance was met by the palpating hand, 
and there was moderate generalized tenderness, 
most marked in the left upper quadrant. No ab- 
normal masses or enlarged viscera were palpated. 
The remainder of the examination, including the 
neurologic examination, was negative. 

The temperature was 98.8° F., and the pulse 120. 
The respirations were 25. 

Examination of the urine showed a specific 
gravity of 1.014, with a slight trace of albumin. 
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The sediment of a catheterized specimen showed 
7 red blood cells and 10 white blood cells per high- 
power field with occasional small clumps. There 
were no casts. A urine culture showed a nonhemo- 
lytic streptococcus. The blood showed a red cell 
count of 1,500,000, with 40 per cent hemoglobin. 
The white cells numbered 38,000, with 94 per cent 
polymorphonuclears and 6 per cent monocytes. 
There was marked variation in size and shape of the 
red cells, and platelets were abundant. The CO2 
combining power was 19.9 vol. per cent. Repeated 
stool examinations were negative. A blood Hinton 
test was positive, but a Wassermann test and a 
repeat Hinton test were negative. 


The patient was given five ampules of racemic 
sodium lactate intravenously. On the following 
day the COz combining power had risen to 23.9 
vol. per cent, and one day later after the adminis- 
tration of six additional ampules of racemic sodium 
lactate it was 35.5 vol. per cent. At this time the 
nonprotein nitrogen of the blood serum was 155 
mg. and the serum phosphorus 9.76 mg. per cent. 
The serum protein was 3.7 gm. per cent, and the 
chlorides were equivalent to 96 cc. N/10 sodium 
chloride. The patient’s temperature fluctuated ir- 
regularly up to 100° F., and despite the adminis- 
tration of supportive treatment, parenteral fluids 
and three transfusions, there was no change in 
her general condition. There was no vomiting, 
diarrhea or significant pain. On the fourth hos- 
pital day the nonprotein nitrogen of the blood 
serum was 210 mg. per cent, the COz combining 
power 34.1 vol. per cent, the serum chlorides equiv- 
alent to 104 cc. N/10 sodium chloride, and the 
serum phosphorus 10.26 mg. per cent. The red 
cell count rose to 4,900,000, with 80 per cent hemo- 
globin. 

The abdominal distention gradually diminished, 
and an indefinite tender mass became palpable in 
the left upper quadrant. Pelvic examination re- 
vealed an indefinitely outlined, hard mass high in 
the left vault. On the seventh hospital day a lapa- 
rotomy was performed. The peritoneal cavity con- 
tained a small amount of free fluid. Loops of 
small intestine were matted with the omentum. 
A mass, obviously inflammatory in character, and 
about the size of a fist, lay to the left of the um- 
bilicus. Careful separation of the loops of intestine 
in this region revealed an area of dark discolora- 
tion on the small bowel, where evidently necrosis, 
perforation and spontaneous walling off had oc- 
curred. Adhesions were not disturbed further. 
There were large masses in the pelvis and both 
broad ligaments, and the uterus was infiltrated and 
nodular. The right ovary appeared to be involved 
by a neoplastic mass. The liver was normal, but 
there were several enlarged, hard lymph nodes in 
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the gastrocolic ligament. These were biopsied and 
nothing further done because of the marked degree 
of abdomihal disease. 


Postoperatively no marked change occurred al- 
though the patient received an abundance of fluid 
intravenously and Wangensteen drainage was in- 
stituted. On the eleventh hospital day the non- 
protein nitrogen of the blood serum was 130 mg. 
per cent, the COz combining power 33.4 vol. per 
cent, and the chlorides equivalent to 120 cc. N/10 
sodium chloride. The red blood cells numbered 
3,700,000, with 60 per cent hemoglobin, and the 
white cells 18,000. Four days later she suddenly 
developed a profuse diarrhea, the bowel move- 
ments previously having been normal in appear- 
ance. She rapidly grew weaker, lapsed into coma, 
and died on the fifteenth hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Watrer Bauer: I think that it is perfectly 
fair to say that the history as given is of little help, 
or at least it is of little help to me. It is obvious 
that we are dealing with a woman who had ma- 
lignant disease and in addition was suffering from 
a very severe acidosis. The interpretation of this 
acidosis is of importance in trying to make the 
final anatomic diagnosis. In addition to the ma- 
lignancy and severe acidosis she also had what I 
interpret to be a very severe secondary anemia, 
the exact cause of which is not apparent. She evi- 
dently had been on a milk diet and had not eaten 
well. She had anorexia. I suppose the malignant 
disease plus some infection or improper diet would 
best account for the anemia. 


The first thing we should like to know concern- 
ing this patient at the time of entry is, Why was 
she acidotic? Was she acidotic because of intes- 
tinal obstruction? If so, the lower the obstruction 
the more the likelihood of its being responsible for 
this grade and type of acidosis. Can her acidosis be 
explained wholly on such a basis? I personally do 
not believe that we have good evidence that such 
was the case. Although this woman had a low- 
grade intestinal obstruction, I do not think one 
would be justified in saying that it had contrib- 
uted materially to the production of this degree of 
acidosis, because we have no story of vomiting 
and no history of diarrhea preceding entry to 
the hospital. Yet at the time of entrance she was 
severely acidotic. Therefore, I think it is much 
more likely that the acidosis is explained on the 
basis of renal failure. The history and physical 
examination are of no help in explaining the aci- 
dosis as being due to renal failure. There are no 
data favoring a diagnosis of chronic glomerulo- 
nephritis, which would be the most likely cause 
of severe acidosis of this type. I suppose in an in- 
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dividual with malignant disease in the pelvis one 
should think of the possibility of obstructed ure- 
ters, but there is no history of anuria or decreased 
urinary output; therefore, I think we should not 
entertain that possibility very seriously. 


This history could be that of an individual suf- 
fering from subacute bacterial endocarditis. She 
had grippe, and subsequently was never up to par. 
She did have a little fever, but there were no other 
suggestive findings. True, she had a systolic mur- 
mur which was heard best at the mitral and pul- 
monic areas. Subacute bacterial endocarditis with 
an associated nephritis might be another way of 
explaining the severe acidosis. However, for some 
reason or other it does not appeal to me particular- 
ly, and therefore I should prefer not to entertain 
this possibility very seriously. I should be much 
more inclined to think that she had a pyelonephri- 
tis and that the positive urine culture was of sig- 
nificance. The urinary findings as recorded on the 
one catheterized specimen are in favor of such a 
diagnosis. Therefore, I should say that she had a 
streptococcus pyelonephritis, which was responsible 
for her renal failure and for the accompanying aci- 
dosis present on entry and up to the time of death. 


It is obvious that this woman was suffering from 
more than one disease. I suppose one should en- 
tertain the possibility of neoplasm of the kidney, 
but that would be a pure guess on my part as 
there is nothing to indicate its presence. The ma- 
lignant process, I take it, arose in the pelvis. If 
I were to guess I should say that it probably was 
a primary carcinoma of the ovary with metastases 
to the intestine, thus accounting for the findings at 
the time of operation. 


I think it is surprising to learn that the patient 
did not respond better to the treatment employed 
in combating the acidosis. I do not know whether 
the racemic sodium lactate was given with large 
doses of sodium chloride or just racemic sodium 
lactate. 


A Puysician: Large amounts of sodium chloride 
were also given. 

Dr. Bauer: This is the type of case where one’s 
therapy might be better directed if he knew the 
total serum base or sodium concentration. This 
woman had lost a lot of base and had a severe 
acidosis. There was no chance of correcting the 
acidosis until she had received a sufficient amount 
of sodium to restore her total serum base to a nor- 
mal level. We note that, despite the fact that she 
was given very large amounts of fluid in the form 
of sodium chloride, it had no effect. What she 
needed was not sodium in the form of sodium 
chloride but sodium tied to some weak acid which 
would be readily destroyed, thus leaving the 
sodium to combine with carbonic acid. Therefore 
one wonders if her acidosis would not have been 
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more successfully combated if she had received 
larger doses of sodium racemic lactate in addition 
to the other fluids. 


I think that she also had some infection as shown 
by the white cell count of 38,000 at entry, and later 
18,000. At operation she had fluid in the abdo- 
men; whether it was true peritonitis, one cannot 
say. 

In summarizing, I should say that we were deal- 
ing with an individual who died having carcinoma 
of the ovary with metastases, low-grade intestinal 
obstruction, probably low-grade peritonitis, a 
streptococcus pyelonephritis with acidosis, and 
possibly a streptococcus septicemia. 


Dr. Tracy B. Mattory: Dr. Breed, you said 
there was additional information about the x-rays. 
Will you tell us about that? 


Dr. WituaM B. Breep: The outstanding thing 
about this patient when she first came in was that 
she had such a marked degree of anemia, 1,500,000, 
with only a two months’ history. We searched 
very carefully for some source of blood loss, but 
were unable to find any. The question of intestinal 
obstruction was not emphasized in her story up 
to the time of operation, although the surgeon 
who operated on her, Dr. Stewart, thought that 
she did have some intestinal obstruction. Before 
she was operated on we felt that she had some 
sort of renal insufficiency that was producing ure- 
mia and acidosis, but we were unable to determine 
what it was. The intravenous pyelogram indi- 
cated that she had impairment of function of her 


left kidney. 


As I remember it, she had complete obstruction 
of the left ureter. The left kidney pelvis did not 
show up with the intravenous pyelogram, and we 
thought that the right kidney was not functioning 
so well as it should, which would explain her renal 
insufficiency. 


It is interesting, looking back on this case, that 
when Dr. Hampton did a barium enema, he sug- 
gested that she had intestinal obstruction because 
of some ballooning of the small intestine which 
he noted at the time. The colon itself showed no 
obstruction. In his report I think he put as num- 
ber one the correct diagnosis, and he deserves a 
good deal of credit for mentioning it from the x-ray. 


Dr. Matiory: Would you like to add anything, 
Dr. Bauer? 

Dr. Bauer: If the left kidney was unable to 
excrete dye, it was probably due to obstruction of 
the ureter on that side because of extensive malig- 
nant disease in her pelvis. However, I still do not 
think that is the sole explanation for her kidney 
failure. I think that she had some cause for renal 


failure besides obstruction of one ureter and will 
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stick to a diagnosis of pylonephritis rather than 
say that malignant disease of the kidney was pres- 
ent. 

Dr. Cuarzes L. Suortr: I saw her shortly after 
she came in, and at that time we tried to pin all 
her symptoms on the one diagnosis of renal in- 
sufficiency with distention secondary to uremia. As 
time went on that seemed to be improbable, and 
after the distention decreased we were able to feel 
abdominal masses both through the abdominal 
wall and by pelvic examination. Thus it was 
obvious that she had intestinal obstruction due 
primarily to malignant disease with the possibility 
of an inflammatory mass also playing a part. 

Then the question was whether diagnosis could 
be made entirely on the basis of intestinal obstruc- 
tion with the acidosis and uremia secondary to 
that, but we agreed with Dr. Bauer that there must 
have been loss of renal function. We thought 
first that pyelonephritis would explain the whole 
picture, but we later decided that it was much 
more likely:a mechanical involvement of the ure- 
ters or the kidneys probably by infiltration from 
the growth itself. The question came up whether 
it was worth while to operate on her, provided her 
condition improved. We did go ahead with plans 
for operation and gave her three transfusions to 
bring the blood count up somewhere close to nor- 
mal, and we operated with the hope that a def- 
nite diagnosis could be made, with the possibility 
that the tumor might be radiosensitive, and that 
intestinal obstruction could be relieved to some 
measure. 

Dr. Breep: We were unable to make a diag- 
nosis, a correct one, even at operation, and we had 
to wait for a report on the biopsy. It was 
thought by the operating surgeon that it was dif- 
fuse carcinomatosis, originating in the ovary. The 
reason why we were not enthusiastic about treat- 
ing her further for acidosis was obvious after 
laparotomy. It was my feeling that we should not 
treat her. She did, however, greatly improve up to 
the point of the last episode, when she suddenly 
had diarrhea and died. 

Dr. Bauer: I think it is only fair to say that 
if the acidosis had been due solely to intestinal ob- 
struction that it would have been corrected prioi 
to the operation. I should like to know what the 
urinary output was. Nothing has been said about it. 

Dr. Matiory: I wonder if anyone is impressed 
with the blood picture. 

Dr. Epwarp A. Gatt: May I mention one 
point that has not been stressed. Her differential 
count showed 6 per cent monocytes, and on the 
basis of her total count of 38,000 white cells this 
signifies an absolute increase of monocytes, more 
than six times the normal value. 
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CLINICAL DIAGNOSES 


Preoperative: Carcinoma of the ovary. 
Postoperative: Lymphosarcoma (abdominal). 
Intestinal obstruction. 
Uremia. 


Dr. Water Baver’s DIAGNOSES 


Carcinoma of the ovary with metastases. 
Low-grade intestinal obstruction. 
Probably low-grade peritonitis. 
Streptococcus pyelonephritis with acidosis. 
Streptococcus septicemia? 


Anatomic DIAGNOSES 


Lymphoblastoma, Hodgkin’s type, generalized, 
with involvement of the mediastinum and 
retroperitoneal lymph nodes, spleen, liver, 
left adrenal and ovaries, and with invasion 
of the bladder and ureters. 

Peritonitis, acute serofibrinous, generalized. 

Perforation of small intestine with ileocolic fis- 
tula. 

Sigmoidoproctitis, acute ulcerative. 

Operative wound: exploratory laparotomy. 

Hydronephrosis, bilateral. 

Osteosclerosis, vertebral marrow. 


PatHotocicaL Discussion 


Dr. Matrory: The autopsy showed a very 
complicated picture which explained many things 
but still leaves a few puzzles. 

One thing that, so far as I could make out, was 
never done was a chest plate. That might have 
given some valuable information because she had 
enlarged tracheobronchial lymph nodes. The 
spleen was enlarged, the liver a little enlarged, all 
the mesenteric glands considerably enlarged and 
all the retroperitoneal glands tremendously en- 
larged, forming a mass across the entire posterior 
abdominal wall which involved and obstructed 
both ureters. At the time of autopsy it seemed as- 
tonishing that she had any urinary output at all. 
She had a very large pelvic mass which turned out 
to consist of bilateral, benign, ovarian fibromas. 
They had nothing to do with her major illness. 
The retroperitoneal nodes, including the one that 
was biopsied, showed typical Hodgkin’s disease of 
a rather acute type. Most of the other nodes were 
completely fibrosed, hard, fibrous masses in which 
it was impossible to find the Hodgkin cell—evi- 
dently areas of spontaneous atrophy and destruc- 
tion of the tumor. She had had no x-ray treatment, 
so we cannot explain it on that basis. Her intestinal 
tract was somewhat complicated by the develop- 
ment of an ileocecal fistula at about the spot where 
Dr. Stewart found the local perforation. The ter- 
minal diarrhea was explained by a very severe ul- 
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cerative proctitis and sigmoiditis in a bowel al- 
ready involved by Hodgkin’s disease. 

The bone marrow was rather surprising. Grossly 
it was very pale yellow, and microscopically it 
shows a total aplasia in the sections that we have 
so far seen. That fits well enough with the red 
count; but where she got 38,000 white cells from, 
I cannot imagine. We have recently seen other 
cases of almost total aplasia of the bone marrow 
where white cells were evidently being formed in 
reasonable numbers in the spleen, liver and lymph 
nodes, but here we have no evidence of any such 
compensatory myelopoiesis. I think some of the 
other bones must unquestionably have contained 
more active bone marrow. It must be admitted 
that we frequently neglect to examine the long 
bones and too readily assume all the marrow will 
be similar in appearance and function. 

In addition to the apparent mechanical narrow- 
ing of the ureters the renal tubules showed a 
marked grade of degenerative change. 

Dr. Breep: Dr. Holmes advised against treat- 
ment with x-ray after the pathological diagnosis 
on the biopsy specimen had been made. He 
thought it probably would have killed her more 
rapidly. 

Dr. Mattory: X-ray treatment of Hodgkin’s 
tumors and lymphomas in a hollow viscus is ad- 
mittedly dangerous because of the possibility of 
perforation and sudden death. 

Dr. Wyman Ricnarpson: Was there any evi- 
dence of diminished formation of lymphocytes in 
the nodes? One might expect it with acute Hodg- 
kins’ disease. 

Dr. Matrory: In the spleen there were a fair 
number of normal corpuscles in which lymphocyte 
formation probably was occurring. We did not 
examine all the lymph nodes in the body; some 
probably were not involved by the disease, but cer- 
tainly the great majority were inactive so far as 
normal lymphocyte formation was concerned. 

I am surprised that no one has commented on 
the fact that there were apparently no circulating 
lymphocytes in the blood stream. The monocy- 
tosis and the lack of lymphocytes are, I think, the 
only leads to a diagnosis of Hodgkin’s disease. 





CASE 23332 
PRESENTATION OF CAsE 


A. sixty-three-year-old American house painter 
was admitted complaining of cough and breath- 
lessness. 

Ten years before entry the patient first noted 
increased breathlessness on exertion and _ slight 
edema of the ankles. He was examined at that 
time and informed that he had a high blood pres- 
sure. About three years later he was suddenly 
awakened from a sound sleep by marked breath- 








% 
iu 
4 
By 
a 
: 
a 
¢ 





326 THE NEW ENGLAND JOURNAL OF MEDICINE 


lessness and a choking sensation. He sat upright 
in bed gasping for breath and coughed up a small 
amount of frothy sputum. This attack was re- 
lieved by pills administered by a physician, but 
the patient was limited to an invalid’s existence 
for the succeeding six months. Subsequently he 
worked at intervals but was unable to accomplish 
very much because of dyspnea. The paroxysms of 
nocturnal dyspnea recurred about ten times and 
exhibited increased frequency during the six 
months prior to entry. About four years before 
coming to the hospital he noted “spots before his 
eyes,” and thereafter his vision gradually failed 
so that he became unable to read a newspaper. For 
two or three years he had morning cough produc- 
tive of white foamy material, which never con- 
tained blood. For three months before admission 
there were progressive anorexia and nausea and 
frequent vomiting following the morning par- 
oxysms of cough. Two months prior to entry 
the cough became constant and occurred through- 
out the day, still productive of the frothy material. 
About one month later he first experienced a sharp 
nonradiating pain in the left anterior chest, which 
lasted for a minute or two and subsided spon- 
taneously. There were three similar attacks up to 
the time of his admission. During the same 
period he noted hoarseness. Three weeks before 
entry he had a severe coughing paroxysm which 
continued with little respite for twenty-four hours. 
Subsequently he had frequent attacks of breath- 
lessness and cough while at complete rest; his 
ankles, which had previously exhibited transient 
edema, became very swollen, and the edema ex- 
tended up to his knees. Orthopnea became 
marked. During the six months preceding entry 
he lost 35 pounds despite the onset of edema. 

The patient had had frequent epistaxes for 
years up to the age of fifty-five. There had been 
none since that time. For about thirty years there 
had been a nocturia of six times. This had not 
varied much in frequency and was associated with 
no other urinary symptoms. Three years prior 
to admission, for a period of one year, the patient 
had noted bright red blood in his stools. This had 
not recurred. 

Physical examination showed an obese, moder- 
ately cyanotic, slightly icteric man sitting upright 
in bed breathing rapidly and coughing frequently. 
The heart was enlarged to a point 15 cm. to the 
left of the midsternal line and 3 cm. to the right. 
The sounds were of fair quality, and there were 
frequent extra systoles and gallop rhythm. A 
soft blowing systolic murmur was audible at the 
apex. The blood pressure was 140/90. Numerous 
moist rales were audible at both lung bases, but 
the chest was otherwise clear. The abdomen was 
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obese, and the wall edematous. The liver edge 
was tender and extended six fingerbreadths be- 
neath the costal margin. There was marked pit- 
ting edema of the lower extremities up to the 
sacrum. The ankle jerks were not elicited, and 
the knee jerks were sluggish. Rectal examination 
revealed fleshy internal hemorrhoids. 

The temperature was 99.6° F., the pulse 92. The 
respirations were 28. , 

Examination of the urine showed a specific 
gravity of 1.008 on two occasions. There was a 
trace of albumin, but the sediment was negative. 
The blood showed a red cell-count of 4,200,000, 
with a hemoglobin of 100 per cent. The white cell- 
count was 19,800, 79 per cent polymorphonuclears, 
14 lymphocytes, 2 monocytes, 2 eosinophils, 1 myel- 
oblasts, and 2 myelocytes. Venous pressure in the 
right arm was 120 mm. of water. An electrocar- 
diogram showed auricular fibrillation with a rate of 
100. There were low amplitude of the QRS waves 
and slight inversion of T1, Tz and Ts. Qs meas- 
ured 2 mm..and Ts was shallow. 

The patient’s condition became rapidly worse, 
and he died on the second hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. My es P. Baker: This is not acute cardiac 
collapse but a slowly developing march of conges- 
tive heart failure, left and right sided. He has 
passed successively through the stages of dyspnea 
on performance of muscular effort hitherto man- 
aged without distress, bouts of “cardiac asthma,” 
and cough and dyspnea at rest. Then follow the 
phenomena of systemic congestion following a 
right-sided heart failure, namely, edema, orthop- 
nea, venous distention in the neck, liver enlarge- 
ment, ascites, albuminuria, cyanosis and a mild 
degree of icterus; and finally, cardiac cachexia, 
which leads to weight loss from anorexia. 

In retrospect, for ten years or more there has 
been a lesion that was without signs or symp- 
toms, imposing a strain on the left ventricle of the 
heart. Dr. Paul D. White has indicated the greater 
frequency of initial left ventricular strain rather 
than right-sided handicap, the ratio being 4 or 5:1. 
Essential hypertension, aortic valve lesions and 
coronary thrombosis are more frequent in degrees 
sufficient to cause myocardial strain than pure 
mitral stenosis, pulmonary valve lesions and dif- 
fuse pulmonary disease. Ultimately the over- 
worked left ventricle dilates and temporarily les- 
sens its output, with rising pressure in the left 
auricle, the blood volume in the pulmonary circu- 
lation increases, and the velocity of blood flow 
there soon decreases and blood pools in the lung 
capillaries. Nervous communications between the 
engorged pulmonary vessels and the respiratory 
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centers induce the dyspnea of early circulatory 
failure. There is a broken pulmonary compensa- 
tion—a functional emphysema, so to speak. It is 
by recognition of this early stage of failure that 
the later right-sided failure can be postponed 
through adequate limitation of activity and digital- 
ization. The latter is effective even with normal 
rhythm. Without treatment it may be a matter 
of a few hours or five years or more before venous 
distention in the neck develops visibly behind a 
right ventricle, hypertrophied from increased work 
or dilated in the face of sudden rise in pressure in 
the pulmonary circulation.. The indication for 
preventive therapy is the cardiac dyspnea without 
engorgement of systemic veins. 


This particular patient’s experience is not a very 
good text for such preventive treatment for he 
either was treated well or lived on borrowed time, 
since it is unusual for a man with cardiac asthma 
to live seven years after this manifestation of abrupt 
left ventricular dilatation. Life expectancy aver- 
ages something like a year and a half. It ought 
to be remembered that the attacks of paroxysmal 
dyspnea, generally nocturnal, may come on with- 
out warning. Such paroxysmal dyspnea without 
engorgement of systemic veins is generally caused 
by hypertension, essential or subsequent to glo- 
merulonephritis, cardiac infarction, or aortic valve 
disease with stenosis, insufficiency, or both. 


The three years of morning cough aggravated in 
the last two months are worthy of comment. The 
cardiac cough is sometimes forgotten, and I have 
seen fatiguing bronchoscopy done in investigation 
of such cough, with its true origin unconsidered. 
It is worth recalling that it is wrong to assume 
that if there are no basal rales there is no pulmo- 
nary congestion of cardiac origin; not until fluid 
passes from the capillaries to the alveolar air spaces 
will there be moist rales. Seasonal upper respira- 
tory infections and consequent bronchitis are us- 
ually the precipitating agents of increased incre- 
ments of heart failure. Increased cardiac work 
and tachycardia are ill-borne by the hypertrophied 
heart predisposed to rapid fatigue at rates that are 
well tolerated by normal heart muscle, and cough- 
ing is a very tiring thing itself. The episode three 
weeks before admission must have been exhaust- 
ing. The anorexia of the later days of myocardial 
insufficiency is often a prominent symptom. Such 
patients are sometimes referred for gastrointestinal 
tract x-ray to exclude malignancy. The x-ray 
examination may be exhausting and injudicious. 

The physical findings here are not exceptional 
ones. There are dyspnea at rest, orthopnea and 
cough. Presumably the icterus is of the sclerae 
and not the striking jaundice of the head and chest 
above a level of edema such as has been described. 
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The jaundice derives from hepatic insufficiency 
caused by the chronic passive congestion of heart 
failure. There is marked cardiac hypertrophy 
without any sign of right pleural effusion such as 
would cause cardiac displacement to the left. There 
is gallop rhythm—a clear sign of dilated left ven- 
tricle and described as a cry of the heart for help. 
We suspect that the blood pressure is lower than 
it has been in the past. Careful examination 
might also have shown a pulsus alternans of 2 
to 15 mm. of mercury, and this is another clinical 
sign of left ventricular weakness. The venous 
pressure reading is lower than is consistent with 
the rest of the picture. Three hundred millimeters 
of water would be more the expected finding with 
such marked heart failure. The leukocytosis is 
interesting—19,800. There is an elevated temper- 
ature, 99.6° F., and the electrocardiogram dem- 
onstrates auricular fibrillation. 


Is it possible that we are dealing with a recent 
coronary thrombosis without typical compression 
pain, with the attack featured by paroxysmal cough 
and chest discomfort? If so, one might explain 
the four attacks of fleeting left chest pain in the 
previous month as pulmonary infarcts. My first 
impression was that such pulmonary emboli could 
arise from a mural thrombus in the right ventricle 
over an infarcted area impinging on the right ven- 
tricular cavity, and the symptoms of marked right 
ventricular failure of recent date might be attrib- 
uted to coronary occlusion and subsequent myo- 
cardial weakening. The presence of pulmonary 
infarcts would explain the leukocytosis and, ac- 
cording to Rich’s teaching, make jaundice more 
likely. On the other hand, I am told that a much 
more frequent source of pulmonary infarcts is 
the intermittently fibrillating right auricle, and it 
may well be that this patient has had paroxysmal 
auricular fibrillation during the last two months 
possibly associated with myocardial failure, of 
which this distressing cough has been the chief 
symptom. Of the diagnosis of essential hyperten- 
sion and hypertensive heart disease with myocar- 
dial insufficiency and auricular fibrillation there 
can be no doubt. I think that he will have pul- 
monary infarcts and may show a relatively fresh 
coronary occlusion and myocardial infarction. 


CurnicaL DIAGNosEs 


Cardiac decompensation. 
Hypertensive and arteriosclerotic heart disease. 


Dr. Mytes P. Baxer’s Diacnoses 


Essential hypertension. 
Hypertensive heart disease. 
Myocardial insufficiency. 
Auricular fibrillation. 
Pulmonary infarcts. 
Coronary thrombosis? 
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Anatomic DrAGNosEs 
Cardiac hypertrophy, hypertensive type. 
Coronary thrombosis, healed. 
Cardiac infarction, healed. 
Mural thrombi, right and left auricles. 
Infarction of the kidneys, healed and fresh. 
Infarction of spleen, healed. 
Arteriosclerosis, generalized; moderate, aortic 
and coronary. 
Nephritis, chronic vascular. 
Hydrothorax, right, slight. 
Pulmonary congestion and edema. 
Chronic passive congestion of liver, spleen and 
kidneys. 
Peripheral edema. 
Peritonitis, chronic fibrous, localized. 


PATHOLOGICAL Discussion 


Dr. BenyaMIn CastLEMAN: The autopsy on this 
man did show, as was expected, a large, quite char- 
acteristic hypertensive heart, which weighed 700 
gm. There was hypertrophy of all chambers. Both 
auricular appendages contained adherent, reddish- 
brown, very fresh mural thrombi, which undoubt- 
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edly substantiates Dr. Baker’s feeling that the 
patient had had auricular fibrillation. Auricular 
thrombi are much more common in rheumatic 
hearts, but do occur not infrequently in fibrillat- 
ing hypertensive hearts, and I am sure we have 
seen some even in the nonfibrillating hypertensive 
heart. Associated with thrombi in the right side 
of the heart one usually is able to find small pul- 
monary emboli and infarcts, but in this case there 
were none. He did have fairly extensive coronary 
sclerosis, and we.will have to explain the attacks of 
fleeting left chest pain as coronary pain rather 
than as caused by small pulmonary infarcts. A 
single small branch of the left descending coro- 
nary artery contained a completely organized and 
recanalized thrombus which had produced a gray- 
ish, fibrous infarct about 3 by 3 cm. in extent in 
the posterior apical region of the left ventricle. 
This process appeared at least a few months old. 
There were a few healed and recent infarcts of the 
spleen and kidneys and also good evidence of 
heart failure—pitting edema of the legs and back, 
pulmonary edema, a few hundred cubic centime- 
ters of fluid in the right chest and congestion of 
the liver. 








he 


ar 


it- 
ve 


le 
il- 





Vol. 217 No. § 
The New England 
Journal of Medicine 


Formerly the 


Boston Medical and Surgical Journal 
Established in 1828 





OwneEp BY THE MassAcHUsETTs MEDICAL SOCIETY AND 
PUBLISHED UNDER THE JURISDICTION OF THE COMMITTEE 
ON PUBLICATIONS 


Official Organ of 
Tue Massacuusetts Mepicat Society 
Tue New Hampsuire MepIcar Society 
Tue VERMONT STATE MEDICAL SocIETY 





EpiroriaL Boarp 


George G. Smith, M.D. John P. Sutherland, M.D. 
William B. Breed, M.D. Stephen Rushmore, M.D. 
George R. Minot, M.D. Hans Zinsser, M.D. 
Frank H. Lahey, M.D. Benjamin White, Ph.D. 
Shields Warren, M.D. Henry R. Viets, M.D. 
George L. Tobey, Jr., M.D. Robert M. Green, M.D. 
C. Guy Lane, M.D. Charles C. Lund, M.D. 
William A. Rogers, M.D. John F. Fulton, M.D. 
Dwight O'Hara, M.D. A. Warren Stearns, M.D. 


AssociaTe Epirors 


Joseph Garland, M.D. Thomas H. Lanman, M.D. 
Donald Munro, M.D. 


Walter P. Bowers, M.D., Epiron Emeritus 
Robert N. Nye, M.D., MANacinGc Epiror 
Clara D. Davies, Assistant Epitor 





SusscripTioN Terms: $6.00 per year in advance, postage paid, for the 
United States; Canada, $7.04 per year; $8.52 per year for all foreign coun- 
tries belonging to the Postal Union. 

Marertat for early publication should be received not later than noon 
on Saturday. 


Tue Journat does not hold itself responsible for statements made by any 
contributor. 

Communications should be addressed to the New England Journal of 
Medicine, 8 Fenway, Boston, Mass. 





THE PHYSICIAN AS A CITIZEN 


THERE are at least two elements in the laws of 
any state concerning the nature of which confu- 
sion may arise. The first has to do with the per- 
formance of acts which are regarded as in them- 
selves opposed to the interest of the people. Against 
these there is prohibition. The second concerns 
acts which are not in themselves harmful, and un- 
der certain conditions may be in the highest degree 
beneficial, even necessary, as for example the sci- 
entific practice of medicine. These acts are not pro- 
hibited except by implication, and the conditions 
under which they may be performed are laid down 
under specific regulations, perhaps in accordance 
with the best wisdom of state officials who are ex- 
pected to exact observance of statutory require- 
ments. 

The medical practice acts, by whatever title they 
may be known, are in general of this regulatory 
character, and in Massachusetts, the original statute 
creating the Board of Registration in Medicine was 
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entitled “An Act to Regulate the Practice of Medi- 
cine.” 

Such regulations properly vary from time to time 
according to the changes in the practice of medi- 
cine itself and according to the conditions under 
which medicine is practiced. For example, at one 
time the possession of a hypodermic syringe and 
needle was regarded as almost prima facie evidence 
of drug addiction. Now diabetics possess them 
freely under a change in the law. 


In any case, whether the law is prohibitive or 
regulatory, it represents an effort on the part of a 
state to protect its citizens through the exercise ot 
police powers. However beneficial the law may 
prove to be for the persons whose activities are reg- 
ulated, the prime function of the law is protection 
against harmful activity of the persons regulated. 

It is with these principles in mind that every 
physician should consider the article “Some pro- 
posed changes in the medical practice act of Massa- 
chusetts,” which appears in this issue of the Jour- 
nal. 

It might appear from the generous statement of 
the author, namely, that the list of fourteen pro- 
posed changes could be doubled, that the whole 
regulative law in medicine should be rewritten. 
Perhaps so, but not because of a miscellaneous list 
of suggestions some of which may have come from 
persons seeking something for themselves rather 
than the protection of others. Each suggestion 
should be scrutinized sharply and weighed carefui- 
ly. Perhaps the proposed change represents a 
wrong way of meeting the need; perhaps it is the 
expression of a thoroughly impractical ideal. It 
would be unjust, for example, to require intern- 
ships of all candidates, if the number of candidates 
exceeded the number of available internships. On 
the other hand, perhaps the suggestion concerns a 
really urgent need and is well formulated. 

A reading of some of the more recently amended 
statutes of other states suggests that the Massa- 
chusetts law is not adequate. Are conditions in 
other states, as reflected by their statutes, so differ- 
ent from those in Massachusetts? Probably not, 
and it is clear that the Massachusetts laws have 
not been modified to meet changing conditions. 


The closing suggestion of the author of the arti- 
cle, the secretary of the Board of Registration im 
Medicine, should be pondered carefully by every 
physician. “It is hoped that, after adequate dis- 
cussion, the opinion of the medical profession can 
be formulated in such a way that it will be of as- 
sistance to the lawmakers of the Commonwealth.” 
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No persons know more about the practice of medi- 
cine than do the members of the medical profes- 
sion. In times of stress and change and perhaps 
at the time of the introduction of revolutionary 
ideas, physicians should be keenly aware of their 
civic responsibility. They owe it to the state to pro- 
vide wise leadership, not only in the progress in sci- 
ence, in the care of individual sick persons and in 
the prevention of disease, but also in the field of 
medical statesmanship, in which statutory enact- 
ment, essential though it be, is merely a detail. The 
present situation is a challenge to the best and the 
wisest that the medical profession can offer. 





BARBITURATES IN LABOR 


In a recent article in the Journal of the American 
Medical Association (108: 1679 [May 15] 1937) 
entitled “Obstetric amnesia, analgesia and anesthe 
sia: their relationship to sudden death in labor,” 
Montgomery, of Philadelphia, reports the fatalities 
attributed to the various anesthetic agents in his city 
during 1931 to 1935, inclusive. Of nineteen deaths 
occurring in patients who had received the barbitu- 
rates (pentobarbital sodium and sodium amytal) 
he attributes the fatal outcome primarily to the 
drugs in two and possibly in six others. He gives 
no statistics regarding the total number of women 
who received the barbiturates during this five-year 
period. While it is evident that such figures could 
have been obtained only by a canvass of all hos- 
pitals conducting maternity services in Philadel- 
phia, the fact remains that his article supplies us 
with no information regarding the death rate 
among the women who received the barbiturates 
in labor. 

In his closing comment Montgomery says: “In 
reviewing the intrapartum deaths from which 
these statistics were drawn, one is impressed with 
the fact that the accoucheur seemed often so bent 
on getting his patient to sleep or her baby deliv- 
ered that he gave little thought to the outcome of 
his hasty procedures. When the birth of the child 
was accomplished he was abruptly confronted 
with the results. The lacerations gaped, the uterus 
relaxed, the blood began to flow.” To other obste- 
tricians of possibly equal experience this is an un- 
familiar picture, painted in the impressionistic man- 
ner. An uninformed person is left with the feeling 
that analgesic drugs cause perineal tears, uterine 
atony and postpartum hemorrhage. It is unlikely 
that the author means quite what he implies, but 
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even so it is unfortunate that these particular ac- 
cidents of labor, which may occur to women who 
have received no drugs whatever, should be laid 
upon the doorstep of the anesthetics. 


While the opinion of a number of competent 
observers indicates that the use of the barbiturates 
does not increase the incidence of these catastro- 
phes, there can be no doubt that Montgomery, 
in another part of his article, has called attention 
to a real danger, associated on some occasions with 
the employment of these drugs. This danger con- 
cerns their possible effect on the pulmonary and 
vascular systems. In some instances pulmonary 
edema develops, both during labor and within the 
first few hours after its completion, even when 
only moderate doses have been given. The ap- 
pearance of such patients is most alarming. They 
become intensely cyanotic and develop spasm of 
the mandibular muscles. The respirations are slow 
and may almost cease. The lungs are filled with 
coarse rhonchi, which may be detected not only 
with the stethoscope but also by placing the hand 
on the chest. The pulse is greatly accelerated, and 
the blood pressure falls. Such examples of idiosyn- 
crasy to the barbiturates may be mistaken for shock, 
cardiac failure, concealed hemorrhage or pulmo- 
nary embolism. 


Prophylaxis consists in the cautious use of these 
drugs. Since the chief function of the barbiturates 
in labor is the primary induction of sleep, only 
enough should be given to produce this effect. One 
and one-half, three, or four and one-half grains, 
administered with scopolamine, are usually sufh- 
cient. Should suggestive signs of beginning pui- 
monary or circulatory embarrassment appear, the 
administration may be stopped without disastrous 
effect upon the patient. Failure to induce sleep 
in the normal individual does not indicate an 
increased dosage of the barbiturates. This may be 
achieved by the rectal use of ether and paraldehyde, 
which has the further beneficial effect of allaying 
restlessness. 

The treatment of barbital poisoning during 
labor is to open the jaws, insert an airway, turn 
the patient on her abdomen and invert her 1m- 
mediately. A considerable amount of blood- 
stained frothy pulmonary fluid will run out with 
gradual relief of the symptoms. 

It is evident that one who administers the bar- 
biturates in labor should be aware of the possible 
dangers involved and should take proper steps to 
prevent their occurrence. These include the elimi- 
nation of all patients who have respiratory infec- 
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tions or who have recently eaten, since impairment 
of the cough reflex may result in the aspiration of 
vomitus. Once medication has begun the obstetri- 
cian should remain in the same building with the 
patient until a reasonable time after delivery. The 
drugs are not suitable for home use and are only 
appropriate for employment in hospitals with an 
adequate nursing staff, well-trained in the care of 
patients who have received such agents. 


No one familiar with the barbiturates believes 
that they are ideal for use in obstetrics. Although 
they have no harmful effect upon the infant or 
upon the mother who has no idiosyncrasy for them, 
they are not foolproof. A combined study, con- 
ducted by obstetricians and pharmacologists, with 
the co-operation of the pharmaceutical houses, 
might result in the development of one or more 
agents equally effective and possessed of a higher 
margin of safety. 
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Case History No. 33. Bieepinc aT Four AND 
A Hatr Montus—Cervicat Potyp 


Mrs. E. H., white, aged twenty-eight years, en- 
tered the hospital January 7, 1930, complaining of 
vaginal bleeding. Her last period was September 
10, 1929. November 16 she noticed a small amount 
of light-red vaginal flow which lasted a few hours 
and required two pads during that day. Three 
days later she had dark bloody show which con- 
tinued. No clots had been passed, nor had she 


noticed lower abdominal cramps. 


The family history was not remarkable. She 
had had measles and mumps in childhood but no 
serious medical diseases or surgical operations. Her 
menstruation began at twelve years; the cycle was 
of the twenty-eight day type, of five days’ duration 
and normal in amount. She had two children liv- 
ing and well. There were no complications in these 
pregnancies and delivery was normal in both in- 
stances. Her last two pregnancies had resulted in 
abortion at three months. 

The patient was a moderately well-nourished 
young woman, whose general appearance was 


A series of selected case histories by members of the Section will be 
published weekly. 

Comments and questions by subscribers are solicited and will be discussed 
by members of the Section. 
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older than her actual age. Eyes, ears, nose and 
throat were normal. The heart and lungs showed 
no abnormalities; the abdominal wall was relaxed. 
A soft symmetrical suprapubic tumor consistent in 
size with a four and a half months’ pregnancy was 
present in the lower abdomen. No spasm or areas 
of localized tenderness were made out. The ex- 
tremities were normal. On vaginal inspection a 
small amount of dark-brown discharge was noted. 
Her temperature was 98.6° F., pulse 82, respira- 
tions 18 and blood pressure 128/80. Urinalysis was 
normal. 

Because of long-continued bloody discharge, it 
was decided to examine the patient with aseptic 
precautions under nitrous-oxide anesthesia. On in- 
sertion of a sterile speculum a soft cauliflower-like 
polypoid mass which bled profusely when touched 
with a dressing forceps was noted at the external 
os. On further examination this mass was found 
to be attached to the endocervix by a thin pedicle. 
During manipulation the polyp came away in the 
forceps, and the pedicle was torn across. This bled 
profusely until the stump was thoroughly cauter- 
ized with 95 per cent phenol solution. Further 
examination of the pelvis disclosed no abnormality 
of the uterus or of the vaginal vaults. At the end 
of the examination all bleeding had stopped. The 
pathological report of the specimen read: benign 
cervical polyp with evidences of degeneration. 


The patient remained in the hospital for four 
days, after which she had no further bleeding. Her 
pregnancy continued without subsequent symp- 
toms, and she was delivered normally at full term. 


Comment. While not a common cause of vagi- 
nal bleeding during pregnancy, cervical polyp 
should be considered. It can be diagnosed readily 
by inspection and constitutes another reason why 
the specular examination ‘should always be per- 
formed in bleeding cases before examination of the 
uterine cavity is attempted. Cauterization of the 
pedicle is best performed with a fine-tipped nasal 
electrocautery, although chemical cautery may be 
used if desired. Such treatments seem to have no 
effect in producing uterine contractions. 





MISCELLANY 
TO AMERICA’S SCHOOLS—YOUR HEALTH! 


Once more, during the coming fall, winter and spring, 
the Voices of Medicine will salute the people of America, 
with the toast “Your Health.” This is the well-known 
title of the radio program of the American Medical Asso- 
ciation and the National Broadcasting Company. The 
coming season will be the fifth; the first two years were 
devoted to health talks, and the last two seasons to drama- 
tized health messages. This year, the salutation will be 
addressed particularly to the teachers and students in the 
junior and senior high schools, in the hope that the pro- 
gram will be helpful in illustrating, amplifying and en- 
riching the health teaching in those schools. The pro- 
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gram wil! be on the air while schools are in session, so 
that it may be utilized directly in the thousands of schools 
which now have or soon will have radio and public address 
systems reaching the classrooms. Programs will be an- 
nounced in advance in Hygeia. 

While the program is planned especially for high schools, 
it will not sacrifice the interest which it has held for 
listeners in the home. To teachers, students and stay-at- 
homes, the American Medical Association and the National 
Broadcasting Company will address their message of health 
education with the familiar musical theme “Hale and 
Hearty,” written especially for the program, and the toast, 
“To America’s Schools, Your Health!” 





CORRESPONDENCE 
ANTIRABIC VACCINE AND TREATMENT 


MAsSsACHUSETTS DEPARTMENT OF PusBLic HEALTH 


To the Editor: A recent act of the legislature has made 
slight amendments in the law which requires boards of 
health to furnish antirabic vaccine and antirabic treat- 
ment. One of the changes empowered the Department to 
adopt rules and regulations under which this vaccine and 
treatment should be furnished. I am enclosing a copy of 
these rules and regulations, prefaced to which is a state- 
ment of explanation. It would be unfortunate if a physi- 
cian were to infer that there is any obligation upon 
him to give antirabic vaccine to all persons coming under 
one or another of these categories; these are merely the 
circumstances under which the board of health is obliged 
to furnish the vaccine and treatment if the attending phy- 
sician, in his clinical judgment, believes that the treat- 
ment is desirable and necessary. 

Gaytorp W. Anperson, M.D., Director, 
Division of Communicable Diseases. 


State House, Boston. 


RuLEs AND REGULATIONS 
For THE TREATMENT OF Persons Exposep To Rasies 


(EFFECTIVE ON AND AFTER Avucust 28, 1937) 


Acting under authority of Chapter 375 of the Acts of 1937 
of the General Laws, the Department of Public Health has 
adopted the following rules and regulations in accordance 
with which boards of health are required to furnish anti- 
rabic vaccine and treatment. These regulations should not 
be interpreted as a flat recommendation that all persons so 
bitten by or exposed to dogs should be given treatment, 
but rather as those conditions under which boards of 
health are required to furnish the vaccine and treatment if 
the clinical circumstances surrounding the case indicate 
to the physician that the patient is in need of treatment. 
The board of health is under no obligation to furnish vac- 
cine and treatment regardless of the opinion of the attend- 
ing physician, unless the case is covered by one of these 
regulations. 


1. Antirabic vaccine and antirabic treatment shall be fur- 
nished by the board of health for all persons bitten by 
or intimately exposed to the saliva of: 

a. A clinically rabid animal. 

6. An animal the head of which was found 
positive for rabies on laboratory examina- 
tion. 

c. An animal the head of which was found 
suspicious for rabies on laboratory exam- 
ination, 
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d. An animal the head of which was in such 
condition on reaching the laboratory that 
it could not be examined, and was there- 
fore classified as unsatisfactory for exam- * 
ination. 

e. An animal which could not be restrained 
for a clinical observation period of four- 
teen days after the date of biting or ex- 
posure. 

f. An animal which was killed without being 
held for observation and without subse- 
quent laboratory examination of the head. 


2. Antirabic vaccine and antirabic treatment shall be 
furnished by the board of health for all persons bitten 
on the head. Treatment shall be discontinued at the 
end of seven days if the dog by which the patient 
was bitten is still well and is kept under observation 
for seven additional days, treatment to be resumed if 
the dog shows signs of rabies during this second seven- 
day period. 

3. Before antirabic vaccine is furnished to a physician to 
treat a patient, said physician shall certify in writing 
to the board of health the name and address of the 
patient to be treated, the severity of the bite or degree 
of exposure, the place where the bite or exposure oc- 
curred: and the identity of the animal responsible for 
the biting if said is obtainable. 

4. If antirabic vaccine and antirabic treatment are given 
because of a bite or exposure occurring in a community 
other than that in which the patient resides, notice 
of said facts shall be forwarded by the board of health 
to the board of health and animal inspector of the com- 
munity where said biting or exposure occurred, and 
to the county commissioners of the county, other than 
Suffolk, in which said latter community is located. 


No charges shall be paid for services other than for the 
administration of the vaccine. 


iol 


6. A physician shall be entitled to twenty-one doses of 
antirabic vaccine for the treatment of head bites or 
severe multiple lacerations on other parts of the body, 
and to fourteen doses for the treatment of all other bites 
or exposures. 

The board of health may require a statement made un- 
der penalty of perjury and signed by the patient to be 
treated, or, in the case of a minor, by his parent or 
guardian or person immediately responsible for his 
supervision, stating the place where said person was 
bitten or exposed and the identity of the dog if ob- 
tained. 


~ 





FRAUDULENT AGENT 

To the Editor: You may be interested to know that 
the National Bureau has issued the following notice. 

The C. V. Mosby Company, St. Louis, Missouri, has 
sent us the following warning regarding H. A. Jacobs: 


This man, operating under several aliases such 
as F. Nathans, B. Samuels, B. Gordon, B. Marks, 
B. Simon, and Blum, is traveling the country de- 
frauding physicians and dentists by posing as our 
representative and collecting and retaining funds 
supposedly for our journals. His description is as 


follows: forty years old, five feet three inches high, 
185 pounds in weight, poor teeth,—one front tooth 
missing,—fair complexion, and of Hebrew race. 
If this man calls upon you, kindly turn him over 
to the police and notify us. 
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We are advised that the C. V. Mosby Company is of- 
fering a $100 award for the arrest and conviction of this 
swindler. 

Boston Betrer Business BuREAU, 
E. W. GaLLacuer, 
Assistant Manager. 

Boston, Mass. 





RECENT DEATH 


CRANE—Bayarp T. Crane, M.D., of Miles Road, Rut- 
land, died at his home, August 14. Dr. Crane was in his 
sixtieth year. 

Born in Wayne, Maine, the son of Dr. and Mrs. George 
E. Crane, he attended the Harvard Medical School, grad- 
uating in 1901. In 1903 he went to Rutland as an as- 
sistant at the State Sanatorium. He left in 1908 to be- 
come superintendent of a Maryland state sanatorium. Re- 
turning in 1909 to Rutland, he was the consulting physi- 
cian for several sanatoriums and later established the 
Crane Sanatorium, of which he was the director for several 
years. In 1924, with the assistance of other doctors, he 
founded the Central New England Sanatorium. 

As well as curing people afflicted with tuberculosis he 
set up and operated a vocational department within his 
hospital, making some thirty vocations available to his 
patients. 

Dr. Crane was a fellow of the Massachusetts Medical 
Society and the American Medical Association. 

His widow, Mrs. Louise (Morse) Crane, and a son, 
Bayard T. Crane, Jr., survive him. 





NOTICES 
REMOVAL 


WituaMm. T. Horxins, M.D., announces the removal of 
his office to 1 Ocean Terrace, Lynn. 





SOCIETY MEETINGS AND CONFERENCES 


CALENDAR OF Boston DistTrICcT FOR THE WEEK BEGINNING 
Monpay, Aucust 23 


) 


Saturpay, Aucust 25 
2. m.-12 m. Staff rounds at the Peter Bent Brigham Hospital. 
Conducted by Marshall N. Fulton. 


*10 


*Open to the medical profession. 


SepreMBer 13-17—Fifth International Congress of Radiology. Page 709, 
issue of April 22, ard page 233, issue of August 

Septremper 20-24—Sixteenth Annual Session of the American Congress 
of Physical Therapy. Page 288, issue of August 12. 

September 21, 22 and 23—Clinical Congress of the Connecticut State 
Medical Society, New Haven. Page 237, issue of August 5. 

Octoser 1 and 2—New England Surgical Society. Providence, R. I. 

Ocroser 3-16—Medicomilitary Inactive Duty Training. Page 280, issue 
of August 12 

Ocroser 5-8—American Public Health Association meeting. New York 
City 

Ocroser 9—American Board of Ophthalmology, Chicago. Page 722, issue 
of April 22. 

Ocroser 19, 20, 21—Academy of Physical Medicine. Page 723, issue of 
April 22, and page 288, issue of August 12. 

Octoser 25-29-—American College of Surgeons. Chicago, Illinois. 

Novemser 1-12—1937 Graduate Fortnight of the New York Academy of 
Medicine. Page 1000, issue of June 3. 

November 6—American Board of Obstetrics and Gynecology. Page 153, 
issue of July 22. 

Apri 4-8, 1938—The American College of Physicians. Page 41, issue 
of July 1. 

June 13 and 14, 1938—American Board of Obstetrics and Gynecology. 


Page 153, issue of July 22. 
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BOOKS RECEIVED FOR REVIEW 


Aids to Physiology. Henry Dryerre. 295 pp. Second 
edition. Baltimore: William Wood & Company, 1937. 
$1.25. 

Manual of the Diseases of the Eye. For students and 
general practitioners. Charles H. May. 498 pp. Fifteenth 
edition, revised. Baltimore: William Wood & Company, 
1937. $4.00. 

A Brief Rule to Guide the Common-People of New- 
England. How to order themselves and theirs in the 
small pocks, or measels. Publications of The Institute of 
The History of Medicine, The Johns Hopkins University. 
Fourth series, Bibliotheca Medica Americana, volume i. 
Thomas Thacher. 70 pp. Baltimore: The Johns Hopkins 
Press, 1937. $1.50. 

A Discourse Upon the Institution of Medical Schools in 
America. Publications of The Institute of The History of 
Medicine, The Johns Hopkins University. Fourth series, 
Bibliotheca Medica Americana, volume ii. John Morgan. 
63 pp. Baltimore: The Johns Hopkins Press, 1937. $2.00. 


Adaptation in Pathological Processes. Publications of 
The Institute of The History of Medicine, The Johns 
Hopkins University. Fourth series, Bibliotheca Medica 
Americana, volume iii. William H. Welch. 58 pp. Bal- 
timore: The Johns Hopkins Press, 1937. $1.50. 

Précis de Médecine Coloniale. Ch. Joyeux et A. Sicé. 
1250 pp. Deuxiéme édition. Paris: Masson et Cie, 1937. 
170 Fr. fr. 

Early Medieval Medicine with Special Reference to 
France and Chartres. Publications of The Institute of The 
History of Medicine, The Johns Hopkins University, Third 
series, volume iii. Loren C. MacKinney. 247 pp. Balti- 
more: The Johns Hopkins Press, 1937. $2.75. 

The Laboratory Diagnosis of Syphilis. The theory, tech- 
nic, and clinical interpretation of the Wassermann and 
flocculation tests with serum and spinal fluid. Harry Eagle. 
440 pp. St. Louis: The C. V. Mosby Company, 1937. 
$5.00. 





BOOK REVIEWS 


Meditatio Medici. A  Doctor’s Philosophy of Life. 
W. Cecil Bosanquet. 162 pp. Aldershot: Gale & 
Polden, 1937. 7s. 6d. ‘ 


For the medical man to turn philosopher has not been 
so very rare, not at any rate since the days of Sir Thomas 
Browne and John Locke. Taken as a group the contri- 
butions of these Aesculapian metaphysicians have been 
notable for excellence. Nor is this essay of Dr. Bosan- 
quet’s any exception. 

His inquiry covers a wide ground. He surveys in suc- 
cession the physical universe, man’s origin and evolution, 
and the activities constituting man’s consciousness, all to 
determine, if possible, whether one can derive “any indi- 
cation of a theory of human action and behavior, either as 
it is or as it ought to be.” 

Man, he is sure, does not act voluntarily to accelerate 
the upward progress of human evolution; to do so would 
require an understanding better than he possesses of the 
changes and adaptations now in process and a prevision of 
future racial developments which he cannot have. Nor 
have moral codes quite the force that some attribute to 
them, since standards of good and bad, whether dictated 
by religion or philosophy, are by no means absolute, but 
open to question or criticism by the majority of mankind 
as now constituted. “It remains to consider the principle 
of Self-Interest or Individual Pleasure as the motive of ac- 





334 


tion, moral and immoral; and indeed it is difficult to es- 
cape the conclusion that—apart from merely instinctive 
tendencies—such is actually the essential motive force 
which determines voluntary action of every kind.” 

By pleasure one is not to infer the free indulgence of 
the appetites; in direct ratio to his development man re- 
joices in the unimpeded exercise of his higher or intel- 
lectual powers. “Pleasure is the sign of harmony, discom- 
fort of discord, in the activities of the organism and in its 
relation to its environment. . . . The pursuit of pleasure, 
then, does not constitute an ignoble aim, but is rather an 
aspect of a striving after the fullest possible human life.” 

The object of all education ought to be to instruct as to 
the best employment of the bodily and mental faculties, so 
as to render adjustment to the environment easier and 
more exact. “The ideal policy would seem to be that 
which at once holds out all possible inducements to its 
members to work energetically in their various social 
spheres, and at the same time allows and even encourages 
in the individual citizen the greatest possible liberty and 
variety of action; the activities of each being limited only 
by the need for allowing equal liberty and equal self- 
realization to all.” 

This last has a familiar ring, but then, as another phi- 
losopher remarked ages since, there is nothing new under 
the sun. It must be allowed at least that Dr. Bosanquet 
is a student and a thinker and a clear and logical ex- 
positor. His expressed aim is to encourage others to face 
the same problem which he has faced, with the hope that 
they can find answers better than his own. But even to 
the man who has no intention of taking up this challenge 
the book ought to be stimulating reading. 


Synopsis of Digestive Diseases. John L. Kantor. 302 pp. 
St. Louis: The C. V. Mosby Company, 1937. $3.50. 


This book, as its name implies, gives a short summary 
of the various conditions encountered in the digestive 
tract. The author has divided it into four parts and 
twenty-nine chapters as follows: Part I is entitled general 
considerations in which are considered the classification of 
digestive disorders, diagnostic methods, therapeutic meth- 
ods, the constitutional disturbances and finally gastro- 
intestinal allergy; Part II discusses organic diseases; Part III 
parasitic diseases; and Part IV digestive symptoms as a 
result of disease elsewhere in the body. 

The book is a composite of the author’s experiences and 
references to other writings. In the section on therapeutics 
he gives his own diets rather than the so-called standard 
ones. 

Owing to the brevity with which each subject is con- 
sidered, this book should serve primarily as one of reference 
for those who wish to acquaint themselves with some term 
or condition pertaining to gastroenterology and with which 
they are unfamiliar. Its usefulness would have been en- 
hanced if a well-chosen bibliography had been appended. 


Out of the Test Tube. Harry N. Holmes. Second edition. 
301 pp. New York: Emerson Books, Inc., 1937. $3.00. 


This light, pleasantly illustrated, well-printed volume is, 
in an unpretentious way, to chemistry what Mathematics 
for the Million was for the less obviously interesting sci- 


ence. Out of the Test Tube gives the lay—and the sci- 
entific—reader a very fair and comprehensive view of what 
chemistry has done for the world in general. The lan- 
guage is simple, the progression orderly and convincing. 
To the reviewer—a bit of a chemist in an amateur way— 
the book was sufficiently interesting to be read through at a 
sitting. After a rather halting start,—we suspect the writer 
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really wanted to jump in medias res,—we learn of the low- 
est temperatures yet attained by man and of their appli 
cation to industry, of chemical warfare, of the periodic 
table (a fascinating subject), of radioactive substances and 
of the many applications of chemical science to practical 
everyday life. The author may perhaps falter in the 
treatment of “water” as an environment where L. |] 
Henderson did not; possibly to the medically trained 
reader the chapters relating to health and disease may seem 
a little elementary and incomplete. The final chapter 
“Have You a Chemist on Your Board?” is intended to 
show the practical value of “pure” research and is in a 
sense propaganda—legitimate and convincing. 

Taken all in all the book is worth reading—more than 
once. Its failings may stimulate the reader to further 
thought; its merits are obvious. 


Safely Through Childbirth. A guide book for the expect- 
ant mother. A. J. Rongy. 192 pp. New York: 
Emerson Books, Inc., 1937. $2.00. 


Childbirth: Yesterday and Today. The story of childbirth 
through the ages to the present. A. J. Rongy. 192 
pp. New York: Emerson Books, Inc., 1937. $2.00. 


These two small books, issued simultaneously as com 
panion volumes, constitute a popular review of the history 
of obstetrics and of the principles of care during preg- 
nancy. The former is an excellent historical summary, 
interesting to the profession as well as to the laity. It is 
well illustrated by twenty woodcuts in the text, with an 
engraved frontispiece of Oliver Wendell Holmes as the 
first crusader against puerperal fever. 

The second volume, likewise illustrated with twenty 
woodcuts, is perhaps not so successful in its effect or so 
well written. One may query, for instance, the new word 
“bonal” in the phrase, “muscular and bonal structures.” 
One may concur with the author in his statement that 
“thousands of unnecessary cesarean sections are being per- 
formed throughout the country,” but not all will agree 
that “ultimately the need for complete legal sanction of 
contraceptive birth control and for regulation of abortion 
will be impressed upon the civilized peoples of the world 
and will express itself in the legal codes.” 


The Technic of Local Anesthesia. Arthur E. Hertzler. 
Sixth edition. 284 pp. St. Louis: The C. V. Mosby 
Company, 1937. $5.00. 


This book contains a discussion of drugs and working 
equipment, together with a description of the technic of 
local anesthesia for the various anatomic regions. A con- 
cise account of the neurologic anatomy of each region is 
given. The subjects of sacral, spinal, paravertebral, 
splanchnic and intravenous anesthesia are also covered. 
Many of the procedures are illustrated. 

In general the author prefers local infiltration to nerve 
blocking by perineural infiltration. He emphasizes the 
superiority of small amounts of anesthetic solution correct- 
ly placed as against massive “edematization.” 

Written by a surgeon, the book contains, perhaps in- 
evitably, numerous bits of advice on surgical judgment 
which seem to this reviewer outside its scope. Some state- 
ments, such as a preference for leaving the pectoral mus- 
cles in radical breast amputation for malignant disease, 
will not meet with general agreement. 

There are a number of contradictory statements, and 
several grammatical errors have escaped the proofreader. 
The use of various anatomic terms for a single structure 
may be somewhat confusing to one less familiar with the 
subject matter than the author. 





